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Fifth Floor Reading Room 
and the Athenaeum Entrance, 
Boston Public Library. 


me among all antibiotics, 


Obstetricians and Gynecologists often choose 


Hydrochloride Crystalline 


Because 

Aureomycin diffuses so rapidly that it becomes 
available immediately to all the tissues in and 
about the pelvis. 

Aureomycin readily passes into the blood 
stream, and through the placenta into the fetal 
circulation, 

Aureomycin may be given by the oral, or in 
an emergency by the intravenous, route. 


Aureomycin has been reported clinically ef- 

fective when used systemically against suscep- 
tible organisms in many gynecologic and ob- 
stetrical infections, including: 
Parenteral and Post partum Infectious Complica- 
tions ¢ Mastitis ¢ Thrombophlebitis ¢ Pyelitis 
of Pregnancy ¢ Staphylococcal Infection in the 
Newborn 


Throughout the world, as in the United States, aureomycin ts recognized 
asa broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 2 


250 mg.—Bottles of 16 and 100. 


Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES 


DIVISION Ganamid 30 Rockefeller Plaza, New York 20, 
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ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium ig situated in the sandhills of North Carolina in a 60-acre —_ 
of long leaf pines. It is located on U. S. Route by six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

facilities are afforded for recreational = occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. 1 effort is made to help the patient arrive at 
an understanding of his Tite problems; an justment to his yo difficulties or 
modification of personality traits to effect a an or improvement in t Two r 
physicians and a limited number of patients afford individual tentment “in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


McKESSON METABOLOR 
bellows -1 ype 


COMPACT — MOBILE 
LIGHTWEIGHT — ACCURATE 


Immediate Shipment from Stock ... 


A compact, mobile assembly, in which the ordinary water sealed 
spirometer has been replaced by a balanced rubber bellows with 
very low breathing resistance. The bellows is contained in a 
porcelain finished sheet metal case, with built-in barometer, 
thermometer and a scale for indicating the bellows position. 

The chart rol! is driven by a synchronous motor, insuring 
accuracy of the time factor, in the record. Approximately two 
hundred tests may be made on a single roll. 

The soda lime indicator is clearly visible at all times show- 
ing the degree of exhaustion of the absorbent by color change 
from green to dark brown. 

The whole assembly is mounted on a smooth rolling steel 
table with ball-bearing wheels and a swinging support for yoke 
type oxygen cylinders not exceeding 22 inches in length. 


Price Complete Less Cylinder — $335.00. 
WINCHESTER 
“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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ADVERTISEMENTS Ill 


Times have changed since I first hung out my shingle. Nowadays, 
economic realities are far more of a challenge to us doctors. Per- 
sonally, [ like the non-profit BLUE SHIELD way of preparing for 
medical exigencies. In North Carolina, Hospital Saving Association, 
Chapel Hill, is the BLUE SHIELD PLAN sponsored by our own 
Medical Society. 
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m urinary tract 


infections: 


*Terramycin was selected [for 67 patients] in 
preference to other broad-spectrum antibiotics in view 


of high urinary excretion rate following small oral 


doses of the antibiotic.” Post-operative pyuria was 


significantly reduced after 44 major gynecological 


operations, and various other genito-urinary 


complications responded equally well. 
Blahey, P. R.: Canad. M.A.J. 66:151 (Feb.) 1952. 
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Terramycin is also indicated in a wide range of 
| 
GRaM-POSITIVE BACTERIAL INFECTIONS 
| Lobar pneumonia + Mixed bacterial pneumonias 


Bacteremia and septicemia 
Acute follicular tonsillitis 
Septic sore throat * Pharyngitis 
Acute and chronic otitis media 
Acute bronchitis * Laryngotracheitis 
\ Tracheobronchitis * Sinusitis 
} Chronic bronchiectasis 
Pulmonary infections associated 
| with pancreatic insufficiency 
Scarlet fever * Urinary tract infections 


Acute and subacute purulent conjunctivitis 
Acute catarrhal conjunctivitis 
} Chronic blepharoconjunctivitis 


not involving the meibomian gland 
Abscesses * Cellulitis 
Furunculosis Impetigo 
Infections secondary to Acne vulgaris 
Erysipelas * Peritonitis 
GRAM-NEGATIVE BACTERIAL INFECTIONS 


| Gonorrhea * Brucellosis 
Bacteremia and septicemia 
} Friedlinder’s pneumonia 
\ } Mixed bacterial pneumonias 
Pertussis * Diffuse bronchopneumonia 
Available as Post-partum endometritis * Granuloma inguinale 


| Dysentery * Urinary tract infections 


| | CAPSULES Respiratory tract infections 
ELIXIR Cellulitis * Peritonitis * Tularemia 
ORAL DROPS SprrocneraL INFECTIONS 
INTRAVENOUS Syphilis Yaws Vincent's infection 
| 
OPHTHALMIC Rick INFECTIONS 
Epidemic typhus * Murine typhus 
| | Scrub typhus * Rickettsialpox 
Q fever * Rocky Mountain spotted fever 
Virar INFECTIONS 
Primary atypical pneumonia (virus pneumonia) 
Lymphogranuloma venereum Trachoma 
Prorezoar 
| 
Amebiasis 


CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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“control companion 
to ACTH 
and CORTISONE 


®€ In clinical practice it is clearly wise to test the urine of both 
diabetic and non-diabetic patients for sugar at intervals 
during administration of cortisone or ACTH and to carry 
Out appropriate investigations and treatment if glycosuria 


occurs. Particular caution is necessary for diabetic patients. 99 
Sprague, R.G.; Cortisone and ACTH, Am. J. Med. /U $67, 1951. 


To avoid such clinical surprises and simplify clinical control, 
ACTH and cortisone therapy is profitably preceded, accom- 
panied and followed by routine testing for urine-sugar. 
Clinitest Reagent Tablets provide a rapid, reliable and con- 
venient method—easily used by both physician and patient. 


C L | N | T E S Tor detection of urine-sugar 


BRAND + REG. U.S. PAT. OFF. 


REAGENT TABLETS 


You can assure regular, reliable urine-sugar analyses 
by prescribing the Universal Model Set (No. 2155). 
Available at all pharmacies at $1.50. 


AMES company, INC. 
ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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another important advantage of Thiomerin: 


Suitability for Home Administration 


references : 


ti 1. Journal-Lancet 70:298, 1950. 
| 2. Rocky Mountain M. J. 48:99, 


im 3. Am. J. M. Sc. 218:298, 1949. 


4. J.M. Soc. New Jersey 48:12, 51. 
4 5. Am. J. M. Sc. 219:139, 1950. 
6. U.S. Armed Forces M. J. 1:332, 
1950. 
7. Circulation 1:502, 1950. 


H 8. Cincinnati M. J. 31:137, 1950. 
s 9. Southern M. J. 44:44, 1951. 
' 10. M. Times 79:83, 1951. 
11. J. A. M. A. 146:250, 1951, 
| 12. Circulation 1:508, 1950. 


The self-injection of the thionated mercurial diuretic, Thiomerin, 
has now become a well-established procedure for patients who have 
congestive heart failure, just as the self-injection of insulin has long 
been a well-established procedure for patients who have diabetes. 

Numerous authorities'!? recommend Thiomerin for home admin- 
istration because it is as well tolerated and predictable in effect 
when given subcutaneously, as when given intramuscularly and 
intravenously. The technique of injecting Thiomerin Sodium may 
be quickly mastered. 

Consequently, more and more physicians are finding that it is 
often desirable to instruct the patient or a member of his family in 
the use of Thiomerin so that injections between visits can be made on 
schedule—according to the dosage plan that best suits each patient. 

A supply of printed instructions for patients will be sent to the 
physician on request. 


THIOMERIN 


SODIUM 
MERCAPTOMERIN SODIUM WYETH 


Council-Accepted Mercurial Diuretic for Subcutaneous, Intramuscular 
or Intravenous Injection 


Wyeth INCORPORATED, PHILADELPHIA 2, PA. 
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Secretary-Treasurer—MILLARD D. HILL, M.D., Raleigh 

Executive T. BARNES, 203 Capital Club Building, 
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The President, Secretary-Treasurer, and Executive Secretary are members 
ex-officio of all committees. 


COUNCILORS 1949-1952 
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ViIcE COUNCILOR—BURNICE E. MorGAN, M.D., Asheville 


Speaker of House of Delegates—ROsScoE D. MCMILLAN, M.D., Red Springs 
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The above-named officers, councilors, and speakers constitute the Executive Coun- 
cil of the Society which has interim authority over the affairs of the Society between 


annual meetings of the House of Delegates. 
SECTION CHAIRMEN—1951-1952 


General Practice of Medicine and Surgery—WILEY S. COZART, M.D., 
Fuquay Springs 

Practice of Medicine—GEORGE T. HARRELL, JR., M.D., Winston-Salem 

Ophthalmology and Otolaryngology—RALPH A. ARNOLD, M.D., Durham 

Surgery—DONALD B. KOONCE, M.D., Wilmington 

Pediatrics—WILLIAM L. VENNING, JR., M.D., Charlotte 

Gynecology and Obstetrics—ADAM T. THORPE, M.D., Rocky Mount 

Public Health and Education—O. DAvip GARVIN, M.D., Chapel Hill 

Neurology and Psychiatry—Guy L. ODOM, M.D., Durham 

Radiology—GEORGE J. BAYLIN, M.D., Durham 

Pathology—THOMAS B. WILSON, M.D., Raleigh 


4 
\ 
| 
| 
| 


", particularly 
beneficial 


in the treatment 


hay fever.” 


Because CHLOR-7RIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 

of any available antihistamine, and 

because “Chlor-Trimeton has a relatively low 


292 


incidence of side reactions,” it is a drug 


oS of choice for hay fever patients. 


CHLOR-TRIMETON 


maleate 


1. Silbert, N. E.: New England 
J. Med. 242:931, 1950, 


2. Eisenstadt, w. : Journal 
Lancet 70:26. 1950. Cc 8) R P O R AT I N 


BLOOMFIELD, NEW JERSEY 
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after all 
the mildness 
if tests, 


CAMEL 


leads all 
other brands 
by BILLIONS! 
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Now every 
Disability 
Covered 

Up to 

Five Years 


Maximum 
Benefits 
Now 
$100.00 
Per Week 


Prompt 
Action 
Important 


TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE 
OF NORTH CAROLINA UNDER AGE 60 


Dear Doctors: 


You will welcome the news contained in this letter. 
We are now making new and increased benefits available 
to members of the Society under its Group Accident 
and Health Plan in effect since 1940. These new changes 
have been received by the insured members with great 
enthusiasm. Now, we want every member not insured in 
the Group to have the chance to become protected under 
these new provisions, therefore, this letter and 
leaflet are intended to bring to your attention the 
important benefits to which your Society membership 
entitles you. 


We are now opening a NEW ENROLLMENT PERIOD, extend- 
ing to May 31, 1952, during which time applications 


will be accepted from all uninsured members, in good 
Standing, and under age 60, REGARDLESS OF PAST PHYSICAL 


CONDITION, provided 50% of the now uninsured Society 
Members apply. You can obtain benefits up to $100.00 
per week, ($433.00 per month), with said benefits 
payable for as iong as FIVE YEARS for either any one 
Sickness or any one accident. 


By applying now, during the new enrollment period, 
you will not only benefit yourself but will aid your 
Society in maintaining this low cost, broad coverage 
plan and also make eligible for this protection your 
fellow members who are normally uninsurable. 


Respectfully yours, 


( ia 
(See next page) ‘a rumplon 


J. L. Crumpton, State Manager 
Professional Group Division 


Durham, N. C. 
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NORTH CAROLINA GROUPS INSURED 


North Carolina Medical Society North Carolina Association of C.P.A. 
Durham-Orange Medical Society North Carolina Society of Engineers 
Forsyth County Medical Society Durham County Bar Association 
Guilford County Medical Society Forsyth County Bar Association 
Mecklenburg County Medical Society Greensboro Bar Association 

Wake County Medical Society Mecklenburg County Bar Association 
North Carolina Dental Society Wake County Bar Association 
North Carolina Society of Architects New Hanover Bar Association 


SPECIAL ADVANTAGES 


Below are some of the advantages to you in your Policy, which cannot be dupli- 
cated individually on the open market. 


1. Covers all types of disability. 


2. Company cannot cancel or restrict your benefits, regardless of number of 
claims, or kind of disease. 


3. Cost at least a third less, due to your Society’s special group rates. 


MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA 
MEDICAL SOCIETY MEMBERS INSURED UNDER THIS PLAN 


PLANS AVAILABLE 


Accident and Annual Semi-Annual 
Accidental Death Sickness Benefits Premium Premium 


Plan | $2,500. Principal Sum $ 25.00 weekly $ 45.00 $23.00 


Plan 2 5,000. Principal Sum 50.00 weekly 90.00 45.50 
Plan 3 5,000. Principal Sum 75.00 weekly 131.00 66.00 
Plan 4 5,000. Principal Sum 100.00 weekly 172.00 86.50 


DISMEMBERMENT COVERAGE: 
Plan No. 1—$5,000; No. 2—$10,000; No. 3—$15,000; No. 4—$20,000. 


ENROLLMENT 


If the required number of the eligible members submit their acceptance applica- 
tions during the special enrollment period, policies will be issued regardless of past 
physical or medical history, which means claims will not be denied because of pre- 
existing conditions. Members under age 60 will be accepted under any of the four 
plans. Females will be accepted under Plans No. | or 2. After the special enrollment 
period the Company will not consider any sub-standard applicant. 


(See preceding page) 


This broad coverage is made possible thru the purchasing power 
of your State Society. 


Please submit your application promptly for proper attention, or for further 
information communicate with 
J. L. CRUMPTON, STATE en 


Professional Group Disability Division 


Box 147, Durham, N. C. 


REPRESENTING 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


4 
> 
| 
q 
| 
q 
4 
al 
q 
| 
4 
| 
| 


May, 1952 ADVERTISEMENTS 


INITIAL DOSAGE: STEP-WISE REDUCTION: MAINTENANCE DOSAGE: 
25 mg. four times daily. | After moderate relief is | 25 to 50 mg. daily has been 
Consult literature for detailed established, reduce daily found adequate in more than 
dosage recommendations. dosage step-wise every three 50 per cent of a series of 
or four days, to smallest _ patients. 
suitable maintenance level. 


Conservative dosage in rheumatoid arthritis 
provides effective relief —and often may be 
continued for long periods 


Individualized dosage, careful clinical observation, and simple, 
readily available laboratory procedures (sedimentation rates, 
urinalyses, blood counts, blood pressure, and frequent weight 
recordings) are adequate for the rehabilitation and management 
of most patients. 

CorTone is the registered trade-mark of Merck & Co., Inc. for its brand of 


cortisone. This substance was first made available to the world by Merck research 
and production. 


Literature on request 


MERCK CO., Inc. 
Manufacturing Chemists 


ACETATE RAHWAY, NEW JERSEY 
(CORTISONE Acetate Merck) - In Canada: MERCK & CO. Limited—Montread 
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Ever had cases waiting . . . and no films? 

Or had your x-ray machine suddenly conk out 

just when you needed it most? 

Thing to do is not to lose time—and your 

temper—but call your local Picker office at once. 

Everybody there is schooled to pitch right in 

when emergency strikes—indeed, many’s the time the 

district manager himself has dashed out with a package 

of films under his arms to help out a doctor. 

Emergency or no, when you entrust your x-ray problems to Picker, 
you get dependable, capable, prompt service right across the board— 
in equipment, in supplies, in maintenance service. That's why, 
year after year, thousands of physicians and hospitals 


consistently turn to Picker for all their x-ray needs, 


one source for everything in x-ray 


PICKER X-RAY | CORPORATION 
25 S. Broadway | White Plains, N.Y, 


CHARLOTTE 3, N. C., 1513 Camden Street DURHAM, N. C., P. O. Box 994 
WINSTON SALEM, N. C., 1016 Vernon Avenue 
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asthma control. 


dimited side-acuon 


modic and bronchodilator, Was. devel- 

oped by Upjohn ‘research chemists by 

Smodilying the configuration of a sym- 


pathomimetic amine molecule. 


Such molecular structural, change limits 
the action of Orthoxine mainly 10 bron. 
choditlatation, thereby minimizing side- 
(vasopressor and psvel homotor 

stimu lation). 


ros more air, with less trouble, 
falling 


HYDROCHLORIDE 


Bottles ol 100 ard 500 tablets 


Orthoxine ide (100. my.) Tablets 

tain beta- (ortho methory phe nyl)- hopropyl 

me thylamine —a 


Research fo medicine produced with care 
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Meat and its applicability in the 
Dietary Management of Atherosclerosis 


Contrary to the former belief that serum cholesterol levels are primarily 
related to ingested animal fat and consequently to dietary cholesterol, it now 
appears that the total amount of fat in the diet, not its source or cholesterol con- 
tent, is a more important factor in determining the blood cholesterol concentra- 
tion.'*44 Clinical observation has shown that ingestion of vegetable fat—which 
contains no cholesterol—will, like fats of animal origin, raise the serum choles- 
terol level.* 

Recent basic research on the influence of fats and cholesterol on human health 
has done much to further progress in the fight against atherosclerosis. It will 
serve well in dispelling the mistaken fear that reasonable amounts of foods of 
animal origin predispose the individual to this vascular disease.’ As a matter of 
fact, a dietary inadequate in essential nutrients but providing too many calories 
and too much fat from any source may well be an important factor underlying 
the deposition of fat and cholesterol in the arteries and liver. 


Cumulative evidence indicates that lowered blood levels of cholesterol may 
be effected by restricting the total fat intake.'! Except in instances of refractory 
hypercholesteremia, in which a daily fat intake as low as 10 Gm. may not reduce 
cholesterol levels to normal, diets containing 20'to 30 Gm. of fat, or even more, 
often produce low cholesterol blood levels. In the clinical application of this 
principle, various palatable, low fat diets which supply three servings of meat 
daily (containing 18 Gm. of fat) have recently been suggested for the dietary 
management of arteriosclerosis and for enlisting the cooperation of patients.! 
The meat servings were chosen from a large variety of cuts and kinds of meat 
(fat trimmed off, as lean as possible). Meat adds to the eating appeal of the fat- 
restricted diet and contributes important amounts of biologically complete pro- 
tein, the B group of vitamins including By, and food iron—all of which are im- 
portant for a good state of nutrition in the atherosclerotic patient. 


1. Hildreth, E.A.; Hildreth, D.M., and Mellin- 4. Gubner, R., and Ungerleider, H.E.: Arterio- 
koff, S.M.: Principles of a Low Fat Diet, sclerosis, a Statement of the Problem, Am. J. 
Circulation 4:899 (Dec.) 1951. Med. 6:60, 1949. 

5. Hildreth, E.A.; Mellinkoff, $.M.; Blair,G.W., 
- Bloch, K.: The Intermediary Metabolism of “" 44 Hildreth, D.M.: The Effect of Vegetable 


Cholesterol, Circulation 1:214 (Feb.) 1950. Fat Ingestion on Human Serum Cholesterol 


. Keys, A.; Mickelson, O.; Miller, E.V.O., and Concentration, Circulation 3:641 (May) 1951. 
Chapman, L.B.: The Relation in Man Be- 6. King, C.G.: Trends in the Science of Food 
tween Cholesterol Levels in the Diet and in and Its Relation to Life and Health, Nutri- 
the Blood, Science 112:79, 1950. tion Rev. 10:1 (Jan.) 1952. 


The Seal of Acceptance denotes that the nutri- Ge 
tional statements made in this advertisement  “(asamipeg! 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. Caan 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


XIV 
| 
4 
3 | 
x 
| 
3 
| 


May, 1952 ADVERTISEMENTS XV 


AME BIASIS 


To combat intestinal and extra-intestinal amebiasis, found 
in every state of the Union: 


M l Li B k S; because of relative insolubility, assures 


high concentration in the large intestine, very effective 
against subacute and chronic amebiasis. Average adult 
dose: 0.5 Gm. (1 tablet) three times daily for 7 to 10 days, 
repeated if necessary. Control acute dysentery first or 
concurrently with emetine. 


Supplied in 0.5 Gm. tablets, bottles of 25. 


ARALEN?*® Diphosphate — tte wei 


known antimalarial—induces complete clinical remission 

in pleuropulmonary amebiasis’ as well as hepatic and other 
forms of extra-intestinal amebiasis.** Average adult dose: 

1 Gm. (4 tablets) daily for 2 days, then 0.5 Gm. daily 

for 2 to 3 weeks, which may be combined with or 

successive to Milibis therapy of intestinal amebiasis. 


Supplied in 0.25 Gm. tablets, bottles of 100 and 1000. 


Milibis and Aralen, trademarks reg. U.S. & 
Canada, brand of bismuth glycolylarsanilate 
and chloroquine, respectively 
1. Lindsay, A. E., Gossard, W. H., and Chapman, 

J. S.: Dis. Chest, 20:533, Nov., 1951. 
2. Conan, N. J., Jr:: Am. Jour. Med., 
6:309, Mar., 1949. 

3. Emmett, J.: J.A.M.A., 141:22, Sept. 3, 1949. 


Illustrated brochure 
on request. 


WINTHROP-STEARNS INC. 
New York 18, N.Y. Windsor, Ont 
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ecitrus|is a good 


ANORETIC 


agent 


When taken about half an hour before 
meals, orange or grapefruit juice is highly 
effective in helping overweight patients 
to adhere to their reducing regimens. 
Citrus has “very definite advantages”’* 
as an appetite appeaser. It helps to 
\_reduce the demand for high caloric 
foods, and supplies readily utilizable 
carbohydrates to combat hypoglycemia. 

‘ It is economically available in homes 
i , or restaurants. And, of no small 
i consideration, most everyone likes 
orange or grapefruit juice. 

* Postgrad. Med. 9:106, 1951. 

FLORIDA CITRUS COMMISSION * LAKELAND, FLORIDA 
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ORANGES - GRAPEFRUIT - TANGERINES 


CHART OF WEIGHT LOSS 
BROKEN LINE OBSERVED LOSS + SOLID LINE —PREDICTED LOSS 
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“Conforming to the pattern of human milk” 


for normal infant development 


Clinical experience with thousands of infants 
demonstrates impressively the valuable role of 
Bremil in infant nutrition. 


Bremil is a completely modified milk in which 
nutritionally essential elements of cow’s milk 

have been adjusted in order to supply the nutritional 
requirements of infants deprived of human milk. 

It can be used with confidence either as part or all 
of the food supplied to the normal healthy infant. 


Bremil conforms to the fatty acid and amino acid 
patterns of human milk. Bremil is a completely 
modified milk in which the calcium-phosphorus 

ratio (guaranteed minimum 12:1) is adjusted 

to the pattern of human milk, thus helping to prevent 
tetanic symptoms in newborns.” 


Bremil supplies the same carbohydrate as breast 
milk, lactose. 


Bremil’s vitamin adjustments for standards of infant 
nutrition,’ its human-milk size particle curd, 

miscibility and palatability are additional reasons 
SS rs for its choice in infant feeding. Bremil approximates 
the nutritional role of the mother. 


flexible, 
palatable, 


Available in drugstores in | Ib. cans. 


1 Gardner, L. I., Butler, A. M., et al.: 
Pediatrics 5:228, 1950 

2 Nesbit, H. T.: Texas State J. M. 
38:551, 1943 

3 Bull. National Research Council No. 119 
Jan. 1950 

4 Recommended Daily Dietary Allowances, 
Revised 1948, Food and Nutrition Board, 


National Research Council 


easy 


to 


prepare 


Complete data and Bremil samples are available to you. 


Prescription Products Division 


The Borden Company —— 350 Madison Avenue, New York 17 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


» The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience ... 


sound in principle ... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones Vitamin Treatment Copyright 1952, H. N. Alford, Atlanta, Ge 
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With the help of his overworked patience and a flashlight, . 
Dr. Harris finally locates the house from which an urgent summons — | 
has interrupted his sleep. Although he may find only unnecessary alarm, 


he will bring the family nothing less than restored confidence. — 


With another light, his critical judgment, he long ago found a pharmaceutical house — 


in which he could place his confidence. He is not only sure that the products — 
are all that the labels claim, but he is certain that the future of medicine is bound to benefit . 


_ from a company which reaches out into such new avenues of investigation as... — 
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... tracer studies 


Among the most constructive new tools with which medical 
research may benefit humanity are the radioactive isotopes. 
Paradoxically, these became available through the discoveries in 
nuclear fission that led to the production of the atomic bomb. 


By radioactively labeling substances and following the course that 
they take in the body, Lilly radiochemists are now able to 

tackle fundamental problems that were formerly totally insoluble. 
The results that have already been obtained from studies of 

this type are impressive. Wholly new conceptions of many 
biochemical processes are emerging. When we consider that these 
methods are still in their infancy, we may well believe that 
eventually many baffling diseases may surrender to this new power. 
This is an outstanding instance of how research in one field of 
science is being joined with that of others in the Lilly Laboratories. 
Here, physicists work hand in hand with chemists, 

physiologists, pharmacologists, and clinicians for a common goal— 


the progress of medicine. 


itty ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA,U.S.A. 
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The Medical Society of the State of North 
Carolina was organized in Raleigh in De- 
cember, 1799—153 years ago. The society 
has functioned interruptedly since 1849. Dur- 
ing this time it has served well, through its 
business and scientific activities, the inter- 
ests of the individual physician, the health 
agencies, and the people of North Carolina 
generally. It has been a potent factor in the 
promotion of better medical education, better 
medical and health services, and improved 
health conditions in our state. It has kept 
pace with business interests, state agencies, 
and other professions in the building of a 
firm foundation for this great common- 
wealth. Its aim has always been the achieve- 
ment, through the work of its committees, 
of higher planes of living through more ade- 
quate and better health programs. 


Medical Advances and Goals 


The latter part of the nineteenth century 
and the first quarter of the present cen- 
tury, known as the Golden Age in medicine, 
brought revolutionary changes in the prac- 
tice of medicine and a transformation in 
hospitals. We witnessed during this period 
the discovery of the causes of most of the 
contagious and infectious diseases and their 
prevention and cure. The status of hospitals 
changed from that of pest houses to havens 
of refuge for the crippled and ailing people 
of the world. This was due largely, of course, 
to the discovery of the microbic origin of 
disease and the development of aseptic and 
antiseptic surgical technique, sanitation, edu- 
cation, and the like. During this period more 
progress was made in the field of medicine 
than in a thousand years previously. 

During the same period the field of public 


Delivered at the President’s Dinner, Me of the 
State of North Carolina, Pinehurst, 19 
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health was opened up. The developments and 
progress in this branch of medicine have 
been phenomenal. The North Carolina De- 
partment of Public Health had its humble 
beginning in 1877. Leaders in the medical 
society organized the department and suc- 
ceeded in obtaining from the Legislature an 
appropriation of the stupendous sum of $100 
with which to operate it for the first year. 
Today the Department of Public Health 
spends millions each year in the interest of 
better health in our state. Furthermore, the 
North Carolina Department of Public Health 
is recognized as one of the most thoroughly 
organized and progressive health depart- 
ments in the United States. The cooperation 
between the Medical Society of North Caro- 
lina and the Department of Public Health is 
just about perfect. 

As a result of these and many other sig- 
nificant developments during the past few 
years, the concept of medical practice has 
changed from treatment to the prevention 
of disease. Kate Douglas Wiggin aptly re- 


marked, “To treat was the voice of yester- 
day; to prevent is the divine whisper of 
today.” 


We can look now, I think, rather confi- 
dently ahead to further advances in the art 
and science of medicine to what Dr. Jonathan 
Forman calls “Creative Medicine.”’ Through 
further scientific research and proper nutri- 
tion for the young, through education, and 
through a knowledge of the proper use of 
soil, water, and other natural resources, it 
may be possible to increase the resistance to 
disease and improve the general health of the 
individual to such an extent that he will 
avoid the chronic degenerative diseases of 
the aged and live happily and efficiently to 
a ripe old age. This idea, it seems to me, de- 
serves the thoughtful consideration of medi- 
cal men and of the citizens at large. 
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It is clear to all of us that there is still 
room for improvement in the field of medi- 
cal and health services, particularly in the 
realms of prevention and rehabilitation. 
Chronic illnesses and disability are largely 
unsolved problems with regard to preven- 
tion, hospital care, and rehabilitation. The 
solution of these problems will come, no 
doubt, through research and education, as 
did the control of the acute infectious and 
contagious diseases. 

Through great sacrifice, even of life itself 
in some instances, the unquenchable and 
undeniable scientific urge, the intense desire 
to serve on the part of a galaxy of great 
men of medicine and allied professions, and 
through organized and cooperative effort, 
medicine has reached a high plane of de- 
velopment in our country. We have today 
the greatest medical system ever to exist in 
the world. We have the lowest death rate 
and the healthiest people of any large nation. 
The life span of our people has increased 
almost 20 years since the turn of the cen- 
tury. We have had the assistance, of course, 
of allied professions, institutions, and other 
organizations in attaining our present posi- 
tion. 

All of this has been made possible under 
a free system of medicine, in a free country, 
in which men recognize the dignity of the 
human body and the sanctity of the soul, 
and have control over their own destinies. 
Furthermore, men can work unhampered by 
political control. All of this proves the neces- 
sity of a cooperative and coordinated spirit 
in the true democratic tradition. 


The North Carolina Medical Care 
Program 

Great emphasis was given the program 
for medical care and health in North Caro- 
lina in 1943 by leaders of the medical pro- 
fession who, armed with the draft rejection 
statistics and the high maternal! and infant 
mortality rate, were inspired by a burning 
desire to improve the conditions of health in 
North Carolina. The fact that the number of 
hospital beds per thousand population was 
extremely low in North Carolina was also 
a matter of grave concern. These men, after 
due consideration and thought, developed a 
positive program which resulted in the 
appointment of the Poe Commission and 
finally, through legislative action, the ap- 
pointment of the Medical Care Commission. 


As a result of the united efforts of the 
North Carolina Medical Society, the Gov- 
ernor, the health agencies of the state, and 
the North Carolina Good Health Association, 
legislation was passed and generous appro- 
priations made by the state to be used along 
with local funds and federal appropriations 
under the Hill-Burton Hospital Construction 
Act, for the erection of general hospitals and 
public health facilities over the state, par- 
ticularly in the more rural communities. 
The state plan which was developed by the 
Medical Care Commission, as you know, also 
provided loans to medical, dental and nurs- 
ing students, the promotion of prepaid in- 
surance coverage to people, the four-year 
medical school at the University of North 
Carolina, and certain other important pro- 
visions. The results of this implementation 
of the health program in North Carolina are 
immeasurable. 

The tangible results of the good health 
movement are well known to you and are 
everywhere in evidence in North Carolina. 
We have new hospital buildings, community 
clinics, new health department buildings, a 
new four-year medical school in addition to 
the two fine medical schools already oper- 
ating in our state, a spastic hospital, more 
tuberculosis sanatorium beds, the organiza- 
tion of mental health societies and clinics, a 
cancer control department in the State Board 
of Health, cancer detection and diagnostic 
centers, a home for incurable cancer pa- 
tients, organization of an alcoholic program 
and a home for alcoholics, an expanded 
school of public health, organization of a 
State Health Council, organization of rural 
health councils, and an active school health 
program. There is evidence of greater health 
consciousness in our state than ever before. 


The role of the State Society 

Your State Medical Society has given 
strong support to every item in the pro- 
grams mentioned above. Most of the 48 com- 
mittees of the society are active, and many 
of them have very positive programs of 
great importance to organized medicine. I 
wish that I could dwell at length on the pro- 
grams and the work of the different com- 
mittees, but time will not permit it. Suffice 
it to say that the cooperation has been one 
hundred per cent, and that whatever progress 
has been made has been due entirely to the 
teamwork of the Executive Committee and 
the other committees which have shown sus- 
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tained and unusual devotion to their pro- 
grams. This, along with the verv efficient 
work of our executive secretary and his 
absolute loyalty to the profession, has made 
possible the solution of many of the difficult 
problems arising during the year—and there 
have been many. 

Worthy of special mention, I am sure, is 
the work of the committee on the prepaid 
medical insurance plan. This committee has 
labored long and hard for over four years in 
an attempt to work out a satisfactory Blue 
Shield-Blue Cross program for the lower in- 
come groups of our state. They have sacri- 
ficed a great deal in time and means to do a 
good job. As a result of their cooperative 
effort, a highly satisfactory plan has been 
worked out, as you know, and is now being 
placed on the market. It is felt that this is 
one of the society’s greatest contributions in 
the fight against socialized medicine and in 
the support of the many new hospitals in 
the state. I believe that the Blue Shield- 
Blue Cross program in our state deserves 
the support of every member of the medical 
profession. 


The Doctor’s Responsibility as a Citizen 

I should like now to direct your attention 
briefly to the matter of medical leadership 
or, if you please, the doctor-citizen. I am 
sure that we are thoroughly aware of the 
fact that the profession’s public relations are 
not what they should be. I believe that it 
would be well to think of it on an individual 
basis and at the community level. What can 
the physician do to solve his public relations 
problems, increase his usefulness, and as- 
sume his rightful place of leadership in his 
community? Let us measure his responsibili- 
ties to his community against the background 
of his educational attainments and oppor- 
tunities for rendering service. 

First, let me say that in my humble opin- 
ion no doctor should restrict his responsi- 
bilities and interests in the community to 
the practice of medicine alone. If he hides 
behind the cloak of professional duties, he 
cannot possibly fulfill completely his mis- 
sion to his people. Furthermore, he will miss 
the real thrill of living and his full measure 
of usefulness in direct proportion to the ex- 
tent to which he lacks interest in the social 
and civic affairs of the community. 

The doctor, by virtue of his educational 
qualifications, professional work, and the 
prestige which he brings with him into the 
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community, is equipped perfectly for leader- 
ship. Furthermore, he has a definite respon- 
sibility in giving this leadership insofar as 
possible. He should be sufficiently broad- 
minded, honest, and philosophical to realize 
that it may be necessary to retrace steps at 
times, and under certain conditions, to pick 
up fundamentals that have been lost along 
the way. It might be well for him to temper 
the urge for scientific knowledge and try 
to recapture some of the old pioneer spirit 
of courage, wisdom, initiative, and human- 
ism. Certain it seems to me that the funda- 
mentals of good citizenship should transcend 
everything else in one’s life. When this posi- 
tion is attained in the physician’s life, he 
will have no public relations problems. They 
cease automatically to exist. 

In this connection it seems to me that the 
young physician has a great opportunity to 
find and develop a proper mixture of the 
scientific spirit and humanism in his work. 
I am thinking of humanism of the type that 
was developed to such an admirable degree 
in the doctor of yesteryear, who was con- 
sidered so close to his people that his services 
were relied upon, not only in a professional 
way, but as an adviser in all matters, how- 
ever personal, to his patients in his com- 
munity. It is well for all of us to remember 
that “What a man does for himself dies with 
him; what he does for others lives on.” It 
is entirely possible to live so selflessly as to 
forget oneself into immortality. 

I should like to suggest also that while 
leadership must be developed largely on an 
individual basis, it is well to remember that 
under present day living conditions the de- 
velopment of the cooperative spirit is essen- 
tial. The advantages of cooperation and co- 
ordinated effort are being recognized and 
effected more and more between organized 
medicine, the health agencies, and allied 
groups. This is true among all professions. 
In the February, 1952, meeting of the Pro- 
fessional. Engineers of North Carolina, the 
points at which the several professions are 
tangent and striving for the same goals were 
stressed. Special emphasis was placed on 
services to the public and the fight against 
socialism in our country. The advantages of 
cooperation and coordinated effort among 
the various professions of our state were to 
the forefront in all discussions. In this we 
have cause for real satisfaction. Further- 
more, we can be assured that “in unity there 
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is strength” and “in multiplicity of counsel 
there is safety.” 


The Legacy of the Past 

The medical profession is proud of its heri- 
tage. We point with pride to the many im- 
portant roles that have been played by mem- 
bers of the profession in the development 
and maintenance of higher standards of 
medical and health services in our country. 
They have performed a great service in pro- 
moting the general welfare and in helping 
to lift the standards of living in the United 
States. We are proud of the fact that other 
countries are looking more and more this 
way for postgraduate education and training 
in the specialties. 

As citizens we are proud of the heritage 
of a great land with almost unlimited natural 
resources, where individual freedom reigns, 
where every man is a king, and where his 
rights are protected under the law. We are 
not unmindful of the cost and the sacrifices 
that have been made on many battlefields 
and by way of parliamentary struggles that 
we might enjoy this high privilege. 

The Challenge of the Present 

The price we have paid in establishing 
and maintaining this great republic, how- 
ever, is nothing in comparison to the suffer- 
ing we might impose on future generations 
as a result of carelessness, inactivity, and 
stupidity at this time. Our freedom is at 
stake now, and there is real danger of our 
letting it slip away. It is still within our 
power to save it. We must stop those people 
who would squander our God-given liberties 
before it is too late. To this ideal the medical 
forces of North Carolina and the nation have 
dedicated themselves. Sober-minded Ameri- 
‘ans, such as are assembled here tonight, are 
not willing to forfeit their freedom for the 
dictated security in a welfare state. 

The winds of dissension are blowing 
fiercely over the world. The war clouds hover 
closer and closer. Man’s mind is in a state 
of turmoil and stress, and his attention is 
focused on matters of grave national and 
international importance. His every thought 
and effort is directed to the winning of the 
cold war. In the dark shadows which sur- 
round him lurks a more dangerous foe in the 
form of governmental forces, the aims of 
which are to take away his liberties under 
the guise of national emergency measures 
and the promise of something for nothing. 


These liberties that we prize so highly and 
have paid for so dearly may be taken away 
piecemeal, wrapped in seemingly worthy 
governmental health legislation, subtly dis- 
guised, but eventually adding up to socialism 
and all that the term implies. 

The medical profession is aware of in- 
creased demand by the public for better pre- 
ventive medicine and public health proce- 
dures. People generally appreciate, as never 
before, the economic waste following neglect 
of disease and proper nutrition. So strong 
has been the emotional reaction to this that 
faulty legislation, such as the Murray-Wag- 
ner-Dingell Bill has been proposed, which, 
if put into force, would disrupt the health 
program and medical system of the nation. 

It is important, therefore, that organized 
medicine recognize that in the background 
of this increased demand on the part of the 
public for more medical and health services 
are strong economic and social elements. The 
temptation to accept handouts from a pater- 
nalistic government has added to the excite- 
ment and emotional tension, and accounis 
more or less for the condition of strained 
public relations of the medical profession. 
The public has been blinded, of course, to the 
cost of a system of government-controlled 
medicine and to the defects of such a sys- 
tem. My feeling is that the medical profes- 
sion should continue to give proper direction 
with positive programs to such demands on 
the part of a restless public. 

Medicine’s Role in the Fight for Freedom 

It is significant that foremost among the 
free enterprises of the nation to be threat- 
ened with socialism was that of medicine. 
It is significant, also that government con- 
trol of medicine has been the keystone in the 
structure of a socialistic state in every coun- 
try in which socialism and communism exist. 
The necessity for this was stressed by both 
Bismarck and Lenin. The forces of organized 
medicine in our country were cognizant of 
this fact and were quick to realize that in 
compulsory health insurance the threat of 
socialism was very real; furthermore, that 
the nation was threatened with socialism. 

The medical profession became aroused, 
accepted the challenge, and won the first 
round in what I consider one of the greatest 
political battles our country has ever known. 
The victory gained was one of major sig- 
nificance. The majority of the profession 
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had no idea of sacrificing the greatest med- 
ical system ever developed, on the altar of 
socialism. We knew that to have compulsory 
health insurance thrust upon us would mean 
the eventual disruption of free enterprise 
generally—the basis upon which this coun- 
try grew great. 

The response on the part of hundreds of 
organizations in the nation to the alarm 
which was sounded by the American Medi- 
cal Association was immediate and whole- 
hearted. Among the groups which leapt to 
the defense of the medical profession in its 
fight were the small town newspapers and 
the farm groups over our country. They gave 
sustained and unlimited support in a most 
democratic way. This proved beyond a doubt 
that in the hearts of our rural people the 
flame of freedom still burns bright. These 
people, particularly the farm groups, live 
close to nature and know the real value of 
our natural resources and their effect upon 
health. They cherish the spirit of freedom to 
the greatest degree. It is my opinion that in 
the hearts of the members of our profes- 
sion and the farm people reside the great- 
est single bulwark against socialism in our 
country. 

Conclusion 

Let us remember that the medical welfare 
of the people of North Carolina is our re- 
sponsibility and that in rendering the best 
possible professional service to them we 
should take into consideration also their so- 
cial and economic interests. I have been im- 
pressed during the past year during atten- 
dance at meetings of the various medical 
groups over the state, with the high type of 
scientific programs and the real and genuine 
interest on the part of the doctors in serving 
the best health interests of our state. I feel 
sure that the people of North Carolina can 
depend upon the medical profession to give 
the same full measure of devotion to this 
cause in the future as in the past. 

Finally, let us not forget that the fight 
against governmental control of medicine 
and the socialization of our country is not 
over. As intelligent citizens we should study 
the candidates and their platforms and go 
to the polls and vote for those men who we 
feel sure will represent the best interests of 
our republic. I am convinced that the con- 
cept of freedom is deeply engraved in the 


NEPHRECTOMY—COPPRIDGE AND OTHERS 297 


souls of men and will never die. Nevertheless, 
in the words of Jefferson, ““Eternal vigilance 
is the price of liberty.” We must continue to 
fight for its preservation. 


NEPHRECTOMY 


Comments on a Series of 270 Operat*ons 


WILLIAM M. COPPRIDGE, M.D. 
LouIs ROBERTS, M.D. 
and 
JACK HUGHES, M.D.* 


DURHAM 


Nephrectomy involves the removal of the 
entire kidney: an organ composed of vital 
tissue, the function of which is necessary to 
the life of the individual. It is, therefore, 
almost unique among surgical procedures in 
that there exists no organic or synthetic sub- 
stitute that can carry on the function of the 
organ that has been removed. Since the ulti- 
mate role of the urologist is to preserve the 
capacity of renal tissue, considerable thought 
and investigation enters into the decision to 
sacrifice the kidney. Fortunately, in most 
cases the function of the organ is so impaired 
that little total function is lost when the dis- 
eased kidney is removed. In general, the 
operation is performed only for unilateral 
renal disease. Those conditions that com- 
monly necessitate nephrectomy are few in 
number. Early recognition of disease in the 
kidney may often lead to successful, less radi- 
cal treatment. It is with this thought in mind 
that we are prompted to report an analysis 
of this series of operations and comment 
briefly upon the pathology that, in our judg- 
ment, necessitated nephrectomy. 


Classification of Cases 

Of the 270 patients, 249 were white and 
21 were Negro. The average age at the time 
of operation was 42. It is estimated that dur- 
ing the period covered by these consecutive 
cases, approximately 18,500 urologic patients 
were seen in our offices and at Watts and 
Lincoln hospitals. While it is probably true 
that in some of the patients this operation 
was indicated, advised, and refused by the 
patient, nevertheless the percentage of pa- 
tients in whom nephrectomy ‘was advised 


*From the Departments of Urology, Watts and Lincoln 
Hospitals, Durham, North Carolina. 
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was likely not over 1.5 per cent. It is there- 
fore not a common procedure even in uro- 
logic practice. 

We are not able to give an accurate sum- 
mary showing the relative incidence of ne- 
phrectomy in Negro and white patients. 
Taking into consideration the fact that we 
see many more white patients, there still 
exists a predominance of nephrectomies in 
the white race. This may be explained in 
several ways. The Negro, in our experience 
and confirmed by others, is much less sus- 
ceptible to stone. This coupled with the fact 
that the race also exhibits considerable rela- 
tive resistance to pyogenic infection may 
account for the lower rate of renal pathology 
requiring nephrectomy. 

In most of the cases, more than one patho- 
logic process was found in the kidney. Con- 
genital malformations of extremely varying 
degrees were common, and sometimes the 
advanced pathology made their recognition 
difficult or even questionable. The complex 
embryologic development of the urinary 
tract frequently results in malformations of 
the kidney and ureter. Such deformities pre- 
dispose the kidney to various pathologic pro- 
cesses. In this series we estimate that at 
least 50 per cent of the cases were involved 
in some type of malformation on the affected 
side. 

The following classification of existing 
pathologic conditions is intended to portray 
the predominant process, and no attempt is 
made to show the role of congenital mal- 
formation. 


Stone ......... | 
Trauma .. | 
Hematuria 


Indications for Nephrectomy 

Calculus disease 

It has long been recognized that calculus 
disease is of first importance as an indica- 
tion for nephrectomy. The 144 cases in this 
series constitutes 57 per cent of the total— 
more than all other causes combined. Urin- 
ary stone is common in our section. Central 
North Carolina is one of the important 
“stone areas” of this country, so it is likely 
that our percentage of nephrectomies for 
stone is somewhat higher than that of other 
sections. Since the etiology of renal calculus 


is not known, little can be done to prevent 
it. Early recognition and treatment can often 
prevent pathologic processes that may even- 
tuate in renal dissolution. 

Sooner or later, infection develops in all 
cases of urinary stone, and the infection, 
plus the stasis incident to the obstruction 
produced by the stone, results in destruction 
of the kidney. Urea-splitting organisms that 
produce strongly alkaline urine cause stones 
to grow rapidly, and unfortunately these 
bacteria are, on the whole, resistant to anti- 
biotic treatment. Their presence is the chief 
cause of recurrence of stone after operative 
removal. 

Ureteral calculi, remaining for long per- 
iods, are frequent causes of hydronephrosis 
and infection necessitating nephrectomy. 
Prompt treatment of these cases of “kidney 
colic’? with measures designed to remove the 
stone and the accompanying infection may 
materially reduce the incidence of nephrec- 
tomy. 

The kidney shows a remarkable tendency 
to improve in function after the cause of 
obstruction has been removed. In the absence 
of infection many apparently doomed organs 
may, after a few months, return almost to 
normal. The decision as to whether to remove 
the stone or the kidney is not always easy. 
Functional tests and careful bacteriologic 
studies are necessary. One is more inclined 
to remove a kidney with stone if infected by 
urea-splitting bacteria, all other factors be- 
ing equal. Retrograde catheterization of the 
ureters is necessary in these cases. When this 
is done, accurate functional studies can be 
carried out and culture specimens secured 
from each kidney. 

Intravenous urography cannot be relied 
upon to give an accurate index of kidney 
function. Von Lichtenberg, who introduced 
Uroselectan in this country, warned against 
its use for this purpose. A small ureteral 
stone blocking a normal kidney may cause 
a temporary cessation of function. We have 
seen many diagnoses of ‘non-functioning 
kidneys” made on the basis of intravenous 
studies. Confusion and even disaster may 
follow the use of this procedure purely as 
a functional test. 

Conservatism is always advisable in deal- 
ing with kidney or ureteral stones; these 
cases are seldom emergencies. About 70 to 
80 per cent of ureteral stones can be removed 
by manipulation through the cystoscope, and 
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many kidneys that formerly would have been 
sacrificed are now saved by pyelolithotomy 
or nephrolithotomy. Advances in chemo- 
therapy have aided materially in conserva- 
tive renal surgery. Many of our patients 
have been kept under observation for months 
and even years while the decision for or 
against nephrectomy was being made. Renal 
calculosis, the chief offender in the produc- 
tion of kidney disease and ranking first as a 
cause for nephrectomy, deserves our pro- 
found consideration. 


Hydronephrosis 

Hydronephrosis ranked second in our se- 
ries as a cause for removal of the kidney. 
This term means dilatation of the pelvis of 
the kidney and resulting pathologic process 
within the organ produced by obstruction in 
the urinary tract below the level of the kid- 
ney pelvis. Obstructive lesions of the lower 
urinary tract, of long duration, commonly 
produce bilateral ureteral and pelvic dilata- 
tion. Nephrectomy is rarely performed in 
such cases. In this group we have included 
only those hydronephroses resulting from 
causes other than stone or tumor. This leaves 
for discussion, largely, those cases of uretero- 
pelvic obstruction caused by anomalous renal 
vessels or bands, and the less common group 
of pelvic obstruction caused by ptosis of the 
kidney. 

The decision for or against nephrectomy 
in such cases again revolves around the de- 
gree of renal damage and the presence or 
absence of infection. Many conservative 
measures may be practiced if sufficient renal 
function remains and infection is not a po- 
tent factor. Plastic procedures on the pelvis 
and upper ureter are often successful. Ptosis 
of the kidney with angulation of the ureter 
may commonly be corrected by fixation of 
the kidney after careful freeing of the ureter 
at its junction with the pelvis. We encount- 
ered 52 cases of advanced hydronephrosis 
that we felt were not suitable for conserva- 
tive methods and in which nephrectomy was 
performed. 

In the group of obstructions caused by 
anomalous vessels or bands, many of the 
patients were comparatively young and had 
experienced no symptoms until early adult 
life. Most of them complained of recent at- 
tacks of flank pain with negative urinary 
findings. Upon examination, a large dilated 
kidney and pelvis, with only a trace of renal 
function, were found. Since the obstruction 
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had been constant and long-standing, few 
symptoms had resulted. Infection was rare 
before investigation; but once the case was 
examined urolcogically with ureteral cather- 
terization, infection set in promptly and 
nephrectomy, which was already indicated, 
had to be performed without delay. This type 
of congenital lesion is frequently bilateral, 
though both kidneys are seldom affected to 
the same degree. When bilateral involvement 
is present to any considerable extent, con- 
servative surgery should be employed. 


Tumors 

Tumors of the kidney, its pelvis, or ureter 
resulted in 29 nephrectomies. The successful 
treatment of cancer of the upper urinary 
tract, as of most other cancers, depends upon 
early recognition and prompt surgical re- 
moval. Hematuria, that life-saving symptom 
of early urinary cancer, was evident in all 
of our cases. Here, again, in a number of 
the patients other renal disorders, such as 
stones, congenital obstruction, and infection, 
were present. Whenever a diagnosis of tumor 
was made or strongly suspected, in the ab- 
sence of demonstrable metastasis, nephrec- 
tomy was performed. During the period cov- 
ered by this series, it is regrettable to state 
that fully as many cases of renal tumor were 
encountered in which, after examination or 
exploration, nephrectomy was rejected be- 
cause of metastasis. It is not to our credit 
as a profession that so many such patients 
were seen, many of whom had experienced 
painless hematuria one to two years before. 


Infections 

We have included “infection” as a cause 
for nephrectomy in 22 cases. These cases 
were those in which infection was the prin- 
cipal pathologic feature — those in which 
stone, demonstrable obstruction, or tumor 
was not found. They are less frequent at 
present than formerly because of the avail- 
ability of antibiotic drugs over the past few 
years. The offending organisms were com- 
monly staphylococci, streptococci, or colon 
bacilli. The conditions have been referred 
to as “acute septic kidneys.” 

Renal carbuncle was the diagnosis in sev- 
eral cases. The infection in such cases is 
often blood-borne, and septic renal emboli 
were commonly found. This type, now seldom 
seen, formerly constituted a group of danger- 
ously ill persons, some of whom required 
immediate surgery. The majority of the 22 
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patients reported were operated upon 10 
years or more ago. Like perinephritic ab- 
scess, the condition is becoming a vanishing 
urologic problem. 


Renal tuberculosis 

Renal tuberculosis accounted for 14 ne- 
phrectomies. This disease is also becoming 
much rarer than it was some years ago. The 
advancement in the care of pulmonary tuber- 
culosis with its isolation of cases, together 
with widespread improvement in milk sup- 
ply, are generally regarded as factors affect- 
ing the decrease in the incidence of renal 
tuberculosis. 

We have regarded all cases of unilateral 
tuberculosis as surgical. Of late years the 
few cases we have seen have been treated 
pre- and post-operatively with streptomycin. 
We have usually insisted on an extended 
period of bed rest before operation. It is felt 
that any type of tuberculosis will become 
less active and possibly heal, to a minor de- 
gree at least, after rest in bed, so that sys- 
temic spread of the disease at operation is 
less likely to occur. 

The use of streptomycin, with or without 
para-amino salicylic acid, has been reported 
to be of considerable value in the treatment 
of renal tuberculosis, Para-amino salicylic 
acid, commonly known as P.A.S., when used 
with streptomycin probably exerts two im- 
portant effects. It seems definitely to inhibit 
the growth of tubercle bacilli and at the same 
time to delay or prevent the production of 
immunity by the bacilli against streptomy- 
cin. It is likely that we are well on our way 
toward the day when tuberculosis of the kid- 
ney may be treated in most instances by non- 
surgical methods. At present, however, when 
a demonstrable unilateral lesion is found 
with a normal opposite kidney, nephrectomy 
is to be advised after a period of treatment 
with streptomycin. 

Hematuria of unknown cause 

Persistent, uncontrollable hematuria of un- 
known cause accounted for 5 nephrectomies. 
In only one was any pathologic process found 
in the organ to explain the bleeding, and in 
this case a small, almost microscopic, papil- 
loma was present. Idiopathic bleeding is not 
a favored term in this enlightened age. Yet 
four of these kidneys had bled persistently, 
and so severely as to endanger life, and no 
pathology, gross or microscopic, could be 
found to explain the bleeding. In such cases 
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one approaches nephrectomy most carefully, 
with due regard for the possibility of later 
occurrence of the same unknown process in 
the opposite kidney. 


Trauma 

Only four kidneys were removed because 
of trauma. Fortunately, the kidney, being 
movable, well covered with fat, and encased 
between two fairly strong layers of fascia, 
is not often severely injured. In cases in 
which the kidney is grossly traumatized, 
shock is so pronounced that immediate sur- 
gery can seldom be performed. Since bleed- 
ing in these cases is usually contained be- 
tween the layers of fascia, conservatism is 
advisable in most instances. Trauma to the 
ureter either from surgery or other causes. 
in cases that are not seen promptly, may re- 
quire nephrectomy. This was true in two of 
our cases. Injuries to the kidneys like that 
occurring to abdominal organs must be 
treated with due regard to shock and hemor- 
rhage. They do not constitute a large group 
of nephrectomies. 


Surgical Considerations and Procedures 

When, and when not to remove the kidney 
is a much more important decision than the 
type of operation to be performed. The 
technical factors involved, drainage of the 
incision, type of closure, and other considera- 
tions about which so much is said and writ- 
ten, while important, cannot be said _ to 
demand primary consideration. No rules can 
be laid down; no dogmatic declarations pro- 
pounded that will serve the best interest of 
each individual case. The factors to be con- 
sidered are many, and the surgeon must, in 
the end, rely upon his own judgment and 
experience in making his decision. Due re- 
gard for the conservation of renal tissue, the 
capacity of the patient to withstand the pro- 
cedure, the prospect that less radical treat- 
ment will be inadequate, and fair assurance 
that the patient will live longer and be more 
comfortable after the kidney is removed 
should be the guiding criteria. 

Secondary or two-stage nephrectomy is 
often desirable. There were 22 such cases in 
our series. Preliminary nephrostomy is per- 
formed through a small incision and drain- 
age instituted for a period of from one to 
several weeks. In general, this procedure is 
advised in those in whom obstruction and 
infection have resulted in enlargement and 
congestion of the kidney in an acutely ill! 
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patient. After this period of drainage the 
small incision previously made is enlarged 
and the much contracted kidney is more eas- 
ily and safely removed. 

In the majority of our cases we have em- 
ployed the classic type of nephrectomy— 
that is, the loin incision with retroperitoneal 
exposure. The twelfth rib has been removed 
in approximately one tenth of the cases. In 
2, both the eleventh and twelfth ribs were 
removed. Rib resection greatly improves ex- 
posure, and should be done when the upper 
pole of the kidney cannot be well exposed 
and visualized. Good exposure adds much to 
the safety of nephrectomy. In cases of large 
tumors of the kidney, the transabdominal 
approach is to be preferred. 


Mortality 

In this series of 270 consecutive nephrec- 
tomies only 3 deaths occurred while the pa- 
tients were in the hospital. This is # mortal- 
ity rate of slightly more than 1 per cent and 
compares favorably with other mortality 
rates in less formidable types of surgical 
operations. One death was due to an Rh fac- 
tor accident following transfusion in 1942. 
The other 2 were listed as being due to shock 
less than 24 hours after operation. 

We do not consider that this apparently 
low mortality rate can be attributed entirely 
to skill and resourcefulness on the part of 
the surgeons. Surgery today owes much of 
its success to the ancillary services with 
which it is so fortunately bound in the mod- 
ern hospital. Aside from the services of our 
medical colleagues we are indebted to the 
nursing service and various other technical 
departments for assistance in the intelligent 
care of the patients. Those of us who have 
practiced surgery over a period of many 
years recognize with appreciation the ad- 
vances in anesthesia. Proper credit is seldom 
given to these capable and loyal members of 
the surgical team. Always important, good 
anesthesia may be the deciding factor of 
success in any operation.* 


Summary and Conclusions 
The causes for nephrectomy in a series of 
consecutive cases have been enumerated in 
the hope that some reduction in the incidence 
may occur. A professional responsibility is 
involved. 


“The authors would like to exptess their appreciation to 
their oe egg of anesthesiology under the direction of 
Mrs. Evelyn Auld. She and her associates have rendered much 


valuable service. 


In the light of our present knowledge, lit- 
tle can be done other than earlier interpre- 
tation of the symptoms of urologic disease. 
Certainly congenital defects will continue to 
occur. There are at present no reasonable or 
very practical measures that can be em- 
ployed to prevent calculus disease. Tumors 
and injuries we will continue to have. Infec- 
tions, including tuberculosis, present a more 
hopeful picture, since, through the use of 
available (and possibly soon to be improved) 
antibiotics, these causes of renal destruction 
may be controlled. 

Earlier diagnosis of stone and hydro- 
nephrosis may materially reduce the inci- 
dence of nephrectomy. Discovery of urinary 
malignant growths at a time when surgery 
may be employed will save many lives. It 
seems reasonable to predict that with con- 
stant improvement of the techniques of 
urologic investigation, together with our ad- 
vances in chemotherapy, radiology, and bac- 
teriology, the incidence of nephrectomy will, 
in the future, show considerable decrease. 


THE USE OF RADIOISOTOPES FOR 
THE LOCALIZATION OF 
BRAIN TUMORS* 


FRANK R. WRENN, JR., M.D. 
and 
Myron L. Goop, PH.D. 
DURHAM 


The use of radioisotopes for the diagnosis 
and localization of brain tumors was first 
reported by George E. Moore, of the Uni- 
versity of Minnesota, in 1948". A short 
time later an independent approach to the 
problem was presented by Selverstone’’. 
Since these reports, several others have ap- 
peared. It is the purpose of this presenta- 
tion to discuss, in general terms, the physi- 
ologic and physical aspects of the problem 
as applied by earlier workers in the field, 
and to mention briefly preliminary work 
leading to clinical studies in our laboratory. 

In general, the diagnosis of brain tumor 
with radioisotopes is dependent upon the de- 
tection of relatively greater concentrations 
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of isotopes in neoplastic tissues than in nor- 
mal structures. To do this, two requirements 
must be fulfilled. First, some biologic proper- 
ty of the lesion must favor concentration of 
the isotope or its carrier compound in the 
lesion. Then there must be a radiation de- 
tection device capable of measuring differ- 
ences in isotope concentration in normal and 
pathologic areas. Accurate localization of a 
known brain tumor requires a sharp delinea- 
tion of concentration differences and the ap- 
plication of the data to a suitable coordinate 
system referable to the head. This sharp 
delineation is dependent upon the physical 
properties of the radioactive emanations 
employed and upon the solution of cer- 
tain problems related to geometry of radia- 
tion counting about the head. That both 
the physiologic and physical problems im- 
pose their limitations on the technique as 
a whole will become more apparent later. 


Physiologic Basis for Selection of Isotopes 

Efforts to satisfy the physiologic require- 
ment have to a great extent, determined 
the isotopes used, and work in the field is 
divisible on this basis. Therefore, this por- 
tion of the general problem with a considera- 
tion of the specific methods of earlier work- 
ers will be discussed first. 

The uptake of isotopes by brain lesions 
is founded upon two basic observations. 
First, certain ions are taken up more rap- 
idly or to a greater extent by abnormal 
than normal structures. Second, certain or- 
ganic dyes penetrate tumors to a greater 
extent than normal structures. 


Phosphorus** 

Phosphate occupies an intracellular posi- 
tion as a major anion. This ion has been 
shown to exchange slowly with normal brain 
tissue’ but to be rapidly incorporated into 
the acid soluble and later into the nucleo- 
protein fraction of tumors, particularly the 
infiltrating gliomas’:*’. The technique utili- 
zing this isotope was introduced by Selver- 
stone in 1948’, and hinges upon the detec- 
tion of portions of the pure beta emanation 
of P** concentrated in tumor tissue with 
small probe Geiger counters 2 to 3 mm. in 
diameter’. The technique is of no value 
preoperatively, since the beta emanation 
(1.69 Mev) will not penetrate the intact 
skull, their range in brain being of the or- 
der of 7 mm. Older diagnostic procedures 
must be used for preoperative localization. 
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However, the originators feel that this pro- 
cedure is of great value in their hands at 
the operating table, enabling them to locate 
subcortical lesions as well as aiding them 
to delineate pathologic from normal tissue. 
This is certainly desirable. The method re- 
quires probing with the counter of normal 
brain. Biopsy must still be relied upon for 
prognosis. The total extirpation of a tumor 
is frequently limited by the amount of tu- 
mor which can be removed without com- 
pletely crippling the patient. While the tech- 
nique is, perhaps, of limited value, it is a 
routine procedure with this group and fur- 
ther reports are awaited. 


Potassium? 

The second method, utilizing a more rapid 
ion uptake or turnover, involves the use of 
K*. This is a most recent innovation, and 
was introduced by two separate Harvard 
groups”. Briefly it was reasoned that, be- 
cause of its intracellular position as the ma- 
jor cation and its energetic gamma ray, K*” 
might be a more satisfactory tracer. It was 
felt that a rapidly metabolizing, cellular 
brain tumor might exchange isotope more 
rapidly and hence concentrate radioactivity 
to a greater extent than the less cellular, 
more slowly metabolizing normal brain‘. 
Since the gamma ray (1.51 Mev) easily pene- 
trates the skull, it is possible to delineate 
areas of concentration from without the in- 
tact skull using a suitable counter. Since 
K* also emits beta particles, one group has 
used this isotope for operative as well as 
preoperative localization'”’. 

Preliminary clinical results by both groups 
seem to show that the technique holds some 
promise. Potassium apparently is taken up 
in high orders of concentration by most 
tumors with the exception of astrocytoma. 
Glioblastoma and metastatic carcinomas 
yield the largest figures'“”’. The reasons for 
this are not clear at present. It is stated 
that the short half-life (12.4 hours) of K*? 
has proved a disadvantage and that this, 
in combination with the protection neces- 
sary for handling energetic radiations, had 
made the technique difficult to handle. A 
real limitation, difficult to overcome, arises 
through the tendency of K** to exchange to 
a considerable extent with the potassium of 
muscle overlying the skull. This contributes 
a large counting rate over the temporal and 
occipital regions, and tends to mask lesions 
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located beneath. More specialized counting 
techniques will perhaps improve this situa- 
tion”, 


Todine'*! 


The use of this isotope is founded upon 
an entirely different aspect of tumor be- 
havior. Historically it is the first isotope 
to be applied to this problem. 

In 1947, Moore’, following the work of 
Herly'*’, reported that he was able to dif- 
ferentiate some breast and gastric carcino- 
mas in patients previously given intravenous 
injections of the anionic dye fluorescein’. 
His most consistent successes, however, were 
with brain tumors’. He was able to demon- 
strate dye in viable tumor cells. Iodine was 
added to the fluorescein molecule in an un- 
successful effort to concentrate enough dye 
to render lesions radioopaque. A natural 
extension of this idea was the “tagging” of 
fluorescein with the isotope I'*'. The final 
step was the use of a directional counter to 
detect portions of the gamma rays of I'*! 
(0.367 Mev) as they penetrated the skull. 
This was reported in May, 1948, Since 
then there have been several other reports”. 

That fluorescein should concentrate in 
brain lesions in preference to normal brain 
structure is apparently due to a fortuitous 
difference in the behavior of tumors and 
normal brain tissue toward certain types 
of organic dyes. Friedman has summarized 
the work leading to the principle that the 
vessels of the brain, the so-called blood- 
brain barrier, are normally impermeable to 
anionic or negatively charged dyes and par- 
ticles"! Several other workers have shown 
that alterations in normal tissue structure— 
that is, damage to the barrier through elec- 
trocoagulation and thermocoagulation, and 
with angiographic contrast media—will al- 
low penetration into the damaged area”). 
Certain tumors apparently have the same 
permeability characteristics as damaged 
brain. 

There is now fairly substantial agreement 
that the amount of dye uptake necessary 
for diagnosis correlates with the cellularity, 
vascularity, and degree of vascular abnor- 
mality of the lesion studied. Diiodofluores- 
cein has been found to concentrate signifi- 
cantly in brain tumors in the following de- 
scending order: glioblastoma, ependymona, 
meningioma, ependymoblastoma, metastatic 
tumor, acoustic neurinoma, and astrocyto- 
ma?) Cystic and avascular lesions take 
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up the dye poorly and are difficult to deline- 
ate1¢d,f.¢.0) Further, areas of edema about 
the peripheries of tumors concentrate more 
dye than does normal brain tissue. It is to 
be emphasized that these are major physi- 
ologic limitations of the radiodye technique. 
Other limitations are inherent in the count- 
ing methods used, particularly with regard 
to the accuracy of localization. These will be 
discussed below. 

Diiodo'*! fluorescein is now available in 
purifed form. In addition to Moore’s expe- 
rience’**” the clinical studies of two other 
groups are available, that of Davis and col- 
leagues in Chicago™°«:f.*), and that of Schles- 
inger, in New York", In the hands of the 
first two groups, the technique is said to 
have proven 95 per cent accurate as to pos- 
itive and negative diagnoses. The last group 
has not reported statistically, but rather 
has documented what they consider to be 
limitations. The Chicago group, represent- 
ing the largest clinical experience with 340 
reported cases, seems to have had little dif- 
ficulty in diagnosing lesions either above 
or below the tentorium. They emphasize, 
however, that careful attention must be 
given to counting techniques" *), The suc- 
cess of this group has not been duplicated. 

One further method for the introduction 
of I'*! into lesions has_ recently been 
advanced"*), The isotope is “tagged’”’ to hu- 
man serum albumin. In preliminary work 
evidence of concentration in brain tumors 
has been found. This observation is perhaps 
indicative of the magnitude of the altera- 
tion of vascular permeability in certain tu- 
mor types. 

Though the half-life of I'*' is eight days, 
diiodofluorescein as the intact molecule is 
rapidly excreted, chiefly through the liver, 
in from two to three days. This shortens the 
time factor in calculations of radiation dos- 
age. Furthermore, the relatively low radia- 
tion energies make it fairly easy to handle. 
Suffice it to say that the I'*! techniques show 
real promise of becoming a safe, simple, pre- 
operative diagnostic aid. 


Physical Considerations 
For a given counter, isotope concentration 
differences are expressed by differences in 
counting rates. Areas of high concentration 
yielding high counting rates tend to indi- 
cate the presence of tumor. By plotting 
counting rates as a function of counter po- 
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sition about the head, an estimate of the 
location of a tumor should be possible. 

In order to obtain reliable data, several 
considerations are necessary. Nuclear events 
occur at random. The counter records as 
background counts other events than those 
arising from the radioactive source. There- 
fore, a given number of counts per unit 
time must be shown to be statistically sig- 
nificant for the counter in use. The ideal 
experimental situation requires a high count- 
ing rate above the background counting rate. 
Counting rates near the background rate 
require longer counting times for the same 
reliability. In practical terms, higher count- 
ing rates are desirable to shorten procedure 
time and decrease patient discomfort. 

Administered isotopes do not appear 
solely in the tumor or lesion under study. 
For this reason, an additional background 
of radiation in the head and body is encoun- 
tered. For a given detector, this latter back- 
ground may serve to increase the total count- 
ing rate obtained. This background in the 
head and body fluctuates with time in ac- 
cordance with the biologic laws governing 
the particular isotope or compound in use. 
Thus, the problem also requires that count- 
ing rates be certified as significantly above 
a changing background rate in order to yield 
a reliable statement of the presence and lo- 
cation of tumors. This problem must be 
minimized by the presence of high concen- 
tration ratios and by the use of a sound 
physical and instrumental principle. 

To locate a point in space, a suitable refer- 
ence system is necessary. Thus, to locate a 
tumor, counting rates must be referred to 
the skull and underlying brain. To do this 
rigidly requires a coordinate system. Fur- 
thermore, the measuring system or counter 
employed must be capable of sharply re- 
solving the limits of isotope concentration 
with reference to the coordinate system. This 
requires that either the radioactivity in the 
tumor or the detector be directional with 
respect to the origin of a nuclear event aris- 
ing within a lesion. The effect of radia- 
tion scattering in a mass such as the brain 
must be minimized. Earlier workers employ- 
ed the Geiger-Mueller counters as detectors, 
using suitable lead shielding and collimating 
slits to lower background in general and to 
protect against scattered radiation. 

The use of a wide collimator with little 
shielding yields high counting rates, which 
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are desirable, but little directional sensitivity 
is inherent in such a system. Any effort to im- 
prove directionality is done at the expense 
of valuable counting rate. 

Stringent efforts to obtain a very direc- 
tional counter combine with the inherently 
low efficiency of the Geiger tube to make 
reliable data difficult to obtain. However, de- 
tectors with higher efficiencies for gamma 
rays improve the situation to an extent. 
Such a detector is available in the so-called 
scintillation counter. This counter consists 
of a certain type of crystal attached to the 
cathode of a large photomultiplier tube. 
When struck by radiation the crystal yields 
a fluorescent light pulse which is collected 
on the cathode of the tube for amplifica- 
tion as an electronic pulse. The latter pulse 
is then suitably recorded. This type of de- 
tector has been shown to count a consid- 
erably greater portion of the rays striking 
it than the older Geiger tube. Hence, it is 
considered more efficient. Many substances 
have the unique property of fluorescence 
when they are irradiated. Crystals of sodium 
iodide activated with thallium and crystals 
of anthracene are suitable for the problem 
in question. 

When counting rates are plotted as func- 
tions of counter position about the head, a 
curve is obtained the shape of which is de- 
termined by several variables. The reasons 
for the shapes of such curves will not be 
explored here. Obviously the peak of the 
curve at a given level of plot represents con- 
centrated radioactivity or tumor. The more 
exactly the area under the peak approach- 
es the area containing concentrated radio- 
activity, the better the resolution of the 
system in terms of tumor location. For pre- 
cise localization, a high degree of resolution 
is required. 

The battle between resolution and count- 
ing rate is a constant one. It is this diffi- 
culty which has caused earlier workers to 
resort to the so-called “normal” method of 
counting''’”. This method utilizes symmetri- 
cal comparison of many positions about the 
head with the detector placed against the 
head. By comparison of one side of the head 
with the symmetrical opposite, and with the 
normal head estimates of tumor, location 
may be made. This is admittedly a compro- 
mise technique which sacrifices accuracy of 
localization if for no other reason than lack 
of a rigid coordinate system. At the pres- 
ent stage of development of the isotope 
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e- e+ 


Fig. 1. Diagrammatic depiction of the production 
of the annihilation gamma as the positron (e+) 
strikes an electron (e—). 


techniques, resolution must be sacrificed for 
counting rate. This is certainly true for the 
tumor to brain isotope concentration ratios 
obtained to date. 

In our laboratory at the time of this pre- 
sentation, effort is being made to study these 
technical problems. It occurred to us that 
better resolution might be obtained through 
the use of a technique involving the use of 
positron-emitting radioisotopes. Positrons 
have the mass of an electron but bear a 
positive charge. At the end of their paths 
in air or matter they are attracted to and 
collide with available electrons, and are an- 
nihilated"'*’, Upon collision, two gamma rays 
(0.511 Mev) emerge, and these are oppo- 
sitely directed with a precision of one third 
of a degree (fig. 1)". If, then, a detection 
system which counted these oppositely di- 
rected rays simultaneously were employed, 
a count would be indicative of a radioactive 
source lying somewhere along a straight line 
joining the two opposing counters. Such a 
counting method is known as coincidence 
counting. In the absence of scattering, no 
lead collimator should be required, since the 
directional characteristics of the system are 
inherent in the radiation and independent 
of the detector. Because of the stringent 
demands made upon counting rate by such 
a system, scintillation counters are manda- 
tory. 

Preliminary physical data regarding this 
technique have been reported". Since Cu‘! 
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is a readily available positron emitter, the 
problem of concentrating this isotope in 
brain lesions has been approached. This ap- 
pears feasible through the use of the anionic 
dye copper phthalocyanine, an experimental- 
ly innocuous compound which can be syn- 
thesized in sterile solution in from two to 
three hours. It penetrates only those areas 
of brain which have been damaged'!”. 


Summary and Conclusion 


It should be emphasized that these pro- 
cedures are at present experimental and as 
vet in the early stage of development. The 
technique of intracranial localization at the 
time of operation for brain tumor appears 
to be of limited value as an adjunct to stan- 
dard neurosurgical procedure. The tech- 
niques for the preoperative localization of 
brain tumors from without the intact skull 
have shown real promise of becoming im- 
portant diagnostic aid to the neurosurgeon. 
Of the latter technique suggested to date, 
the use of I'*!' as diiodo'*! fluorescein with 
the so-called “normal” method of counting 
appears to be the most satisfactory. There 
is still need, however, for real improvement 
in the definition and accuracy of localization. 
Further experimentation is needed to make 
the procedure sufliciently practical for wide- 
spread routine use. 
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Abstract of Discussion 


Dr. G. Westbrook Murphy (Asheville): We must 
appreciate the fact that at the moment when man 
learned that he could release a_ predetermined 
amount of atomic energy at a selected time and 
place, the atomic era had begun. I do not know 
about you as psychiatrists and psychologists; but, 
as an average human being, I confess that my mind 
has refused to accept the awful implications of that 
event. 

I have had no experience with the use of radio- 
active isotypes and the localization of space-occupy- 
ing brain lesions. I have only had the advantage of 
this excellent paper and the bibliography which was 
included. Because it was the most optimistic, I espe- 
cially enjoyed the report of Dr. Davis and his asso- 
ciates from Northwestern University, to which Dr. 
Wrenn referred. I was also struck by the remark- 
able accuracy of the results reported. Dr. Wrenn 
says that this work has not been confirmed, but 
time may correct that. Dr. Wrenn and Dr. Good 
have reviewed the work that has been done, and, it 
seems to me, have made a real contribution in the 
use of the positron, with its directional tie. 

Being engaged in the daily practice of medicine, 
I wondered how this procedure (the use of diiodo- 
fluorescein, or perhaps other compounds) could be 
utilized in our practice. First is the question of 
safety. We are often hesitant about using air studies 
and other procedures in patients in whom there is 
considerable increase in intracranial pressure. Since 
this method is reported to be entirely safe, it would 
obviously be of particular advantage in those cases. 
I was also interested in the observation that this 
method provides a clue to the degree of malignancy 
of the tumor itself, and in the possibility of using 
it to detect postoperative recurrences. I have read 
that this radioactive dye has a tendency to become 
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concentrated in lesions which have been subjected 
to irradiation therapy. That observation caught my 
eye because of the therapeutic implications. 

In conclusion, I would like to congratulate these 
young scientists for adding another stone to the 
edifice of human knowledge. 


SOME OPPORTUNITIES AND 
OBLIGATIONS OF THE MEDICAL 
PROFESSION TO INDUSTRY 


MAc Roy GASQuE, M.D. 
and 
NORMAN Boyer, M.D. 


PISGAH FOREST 


The strength of our nation and of our 
state is closely related to, and proportion- 
ately dependent on, our industrial develop- 
ment. Our culture, our standard of living, 
and our mode of life intimately reflect indus- 
try’s achievements. Medicine too, of course, 
can be properly credited with important con- 
tributions to the strength and standard of 
living of our nation and of our state. That 
industry and medicine should get together 
is only natural. The surprising thing is that 
it has taken so long. 


Industrial Employment in North Carolina 

North Carolina leads all southern states 
in the number of persons employed in indus- 
try. North Carolina leads all southern states 
in the value of manufactured products. Our 
State Department of Conservation and De- 
velopment has released the following facts: 

In North Carolina there are approximately 
1,400,000 non-domestic persons employed in 
combined manufacturing and agricultural 
pursuits. Almost a million of these persons 
are employed in manufacturing. These peo- 
ple work in approximately 15,000 different 
industrial establishments. Fifty-eight indus- 
trial plants employ more than 1,000 persons. 
One hundred and twenty-nine plants or in- 
dustrial establishments employ between 500 
and 1,000 persons. There are almost 15,000 
so-called small plants, each of which em- 
ploys less than 500 persons, and over a half- 
million North Carolinians are involved in 
this category. 

According to the latest directory of mem- 
bership of the Medical Society of the State 
of North Carolina, only 10 North Carolina 
physicians consider themselves industrial 


From the Medical Department, Ecusta Paper Corporation, 
Pisgah Forest, North Carolina. 


i 
| 
4 
12 
1 
i] 
1 | 
Hi 
1 
ae 
Aa 
| 
it 
| 
4 
‘ 
| 
| 


May, 1952 


physicians. Since these men represent less 
than 1% of 1 per cent of the State Society 
membership, it becomes obvious that if in- 
dustry is to have medical services, these serv- 
ices must come from physicians who do 
not consider themselves primarily industrial 
physicians. This means that industry must 
secure its medical services largely from gen- 
eral practitioners who are employed or re- 
tained on a part-time basis. 

The purpose of this paper is to outline 
briefly some of the basic objectives in sup- 
plying medical services to industry, and to 
offer suggestions as to how and by whom 
these goals may be approached. With refer- 
ence to our profession as a whole, little 
thought has been devoted to the subject and 
problems of industrial medicine. The medi- 
cal needs of industry are not casual; and, 
though broad in scope, are also specific. 

Who among us shall serve industry? 
Among industrialists and physicians inter- 
ested in this matter, strong convictions are 
present. Industry needs and deserves quality 
medical service. For this service, fees are 
usually sufficient and nearly always prompt- 
ly paid. It is suggested that before any of us 
agrees to perform industrial medical serv- 
ices, let us first examine our interest in the 
business of serving industry, and estimate 
the time that we can give to it. Are we will- 
ing to study plant working conditions, com- 
pensation laws, disability evaluation, pension 
programs, and so forth? Are we willing to 
help the nurses and supervise them in their 
work? Are we willing to relate the problems 
of management to those of the worker and 
try to bring them together so that the worker 
will be more effective, better adjusted, and 
happier—so that management will be able to 
realize higher earnings and increased pros- 
perity ? If the answer to these questions is in 
the affirmative, then we can proceed to the 
consideration of such matters as remunera- 
tion, fees, and concurrent advantages to pri- 
vate practice. 

When industry requests —and this has 
happened to many of us—that a physician 
serve on a part-time basis, he should recall 
that a great deal more is involved than sim- 
ply calling at the plant dispensary at inter- 
vals to treat minor injuries and referring a 
sizeable per cent of the employees to his 
private office for additional remunerative 
practice. A masquerade of interest in indus- 
trial medical problems is difficult to main- 
tain when the services rendered are little 


INDUSTRIAL MEDICINE—GASQUE AND BOYER 


237 


more than an occasional call at the first-aid 
dressing station. If physicians practicing 
part-time industrial medicine cannot give in- 
dustry high quality medical service, then 
the assignment should be avoided. Industry 
will never be satisfied with casual or in- 
different services. 


Medical Services Required by Industry 
The basic services needed by industry can 
perhaps be outlined as follows: 


1. Physical Examinations 

Pre-placement or pre-employment exami- 
nations: The pre-placement or pre-employ- 
ment physical examination of all prospective 
employees should include a careful inquiry 
into the man’s medical and occupational his- 
tory and an assessment of his general physi- 
cal condition, his fitness for specific work, 
his mental aptitude, and, in addition, his 
attitude toward other employees. Early in 
the development of a relation with an indus- 
try, a physician should familiarize himself 
with the various jobs within the plant and 
with what each involves in terms of stand- 
ing, walking, running, pushing, pulling, lift- 
ing, raising above the shoulders, near and 
far vision, hearing, speed of operation, mo- 
notony, intermittency, and so forth. These 
considerations, combined with observations 
made by the industrial nurse and the plant 
employment officer, greatly aid the indus- 
trial physician in fitting the candidate for 
employment into the work for which he is 
best suited. 

Periodic examinations: These examina- 
tions should be scheduled according to age, 
sex, the findings on the first examination, 
transfer to other work, and special depart- 
mental hazards. Such serial examinations are 
of much greater value in early diagnosis 
than any single examination. It would appear 
obvious that older employees need periodic 
examinations more often than do younger 
employees. The importance of periodic phys- 
ical examinations in the relatively young 
employees, however, should not be mini- 
mized. In the older age employee, tissue 
changes, pathologic physiology, the pattern 
of life, habits, and so forth, are frequently 
irreversible. It may be possible, on the other 
hand, to guidé the younger employee into 
sounder habits of eating, rest, dental health, 
and mental hygiene, and thus have a more 
potent impact on the preservation of the 
health of any individual. In addition, our 
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total manpower is fortified. Emphasis should 
be directed to the importance of including 
executives in this phase of the industrial 
medical program. 

Back-to-work examinations: The examina- 
tion of employees returning to work follow- 
ing illnesses or injuries of either occupa- 
tional or non-occupational origin is necessary 
for temporary placement in a rehabilitation 
scheme or for permanent placement in a 
variety of occupations which minimize the 
difficulty and utilize in full the man’s re- 
maining ability. Some workers may return 
to work too early; others sometimes abuse 
their disability compensation privileges as 
well as their psyche by remaining away from 
work too long. 

Special departmental examinations: The 
special examination of employees who are 
exposed to occupational hazards such as lead, 
benzol, irritating dusts, toxic gases, radia- 
tion effects, and prolonged thermal variants, 
should be performed at appropriate inter- 
vals. These examinations should include per- 
tinent laboratory tests for aid in identifying 
early tissue changes and physiologic devia- 
tions. 

2. Therapeutic services 

Plant injuries: To render or make avail- 
able definitive medical care for all indus- 
trially induced disability is rapidly becoming 
the standardized pattern in American indus- 
try. This is the industrial physician’s duty, 
and when it is necessary to transfer a patient 
to the care of a consultant, the industrial 
physician should keep in contact with the 
injured employee, and in every practical way 
offer encouragement to both him and his 
family. Management and, where appropriate, 
labor groups should also be kept informed 
of the progress of any injured employee. 

Personal injuries and tilnesses: Where in- 
juries and illnesses of a non-industrial origin 
are encountered, the worker should be re- 
ferred to his regular physician, and the in- 
dustrial physician should give only such 
treatment as will relieve the temporary com- 
plaint or help the worker finish his shift. In 
sufficiently urgent cases the employee should 
be immediately referred to his physician, 
and, where necessary, transportation should 
be provided. 


3. Health education 
The industrial physician should play a 
leading role in matters that refer to the 


MEDICAL JOURNAL May, 1952 


health of the individual worker and his fam- 
ily. This properly can take the form of occa- 
sional lectures to employee groups, the dis- 
tribution of informative literature, and the 
showing of appropriate movies on such sub- 
jects as nutrition, dental care, obesity, and 
vaccination. From time to time, when serious 
injury or catastrophe is a reasonable possi- 
bility, it is proper for an industrial physi- 
cian to instruct certain strategic employees 
in matters of first aid. It would appear 
profitable that this instruction concern itself 
principally with such life-threatening cir- 
cumstances as (1) free bleeding, (2) ob- 
struction of the airway, and (3) a sucking 
wound of the chest. 

In some specific situations it may be also 
valuable to give instructions in such matters 
as the splinting of limbs and transportation 
of the injured. The value of calmness and 
equanimity on the part of those administer- 
ing first-aid should be stressed. Much time 
can be wasted and confusion created by 
lengthy instructions in intricate methods of 
bandaging, the physiology of shock, the ad- 
ministration of narcotics, and so forth. 

4. Medical records 

The matter of medical records for indus- 
trial patients, is, perhaps, even more impor- 
tant than it is in the private practice of 
medicine. Provisions should be made for the 
three following basic needs: 

a. Clinical aspect: Continuity of the clini- 
cal aspects of the record aids in taking care 
of the individual case. All physicians, of 
course, are familiar with this principle, and 
no short cuts should be taken with industrial 
patients. 

b. Medico-legal aspect: Industrial injuries 
and illnesses frequently result in settlement 
by compensation commissions. Accurate and 
pertinent information on the medical record 
regularly makes it possible for the courts 
and appropriate jurisdictional bodies to ren- 
der just and intelligent aciion. Such records 
are frequently the most important factor 
when these cases become involved in liti- 
gation. 

c. Analysis of medical department activi- 
ties: The analysis of medical department 
activities frequently makes it possible to 
achieve greater efficiency and economy by 
changing medical department routines, pro- 
cedures, and so forth. Management is inter- 
ested in the affairs of its medical depart- 
ment, and an informed management is likely 
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to be more cooperative in matters relating 
to industrial health. 

All industrial workers should be _ thor- 
oughly acquainted with the fact that medical 
records are strictly confidential, and that 
under no circumstances will they ever be 
made available to supervision or personnel 
officers, or be used for purposes of promo- 
tion, transfer, discharge, and the like. On 
appropriate request, of course, all medical 
records should be made available to the pri- 
vate physician of an industrial worker. 


Fitting the Job to the Man 


A good deal has been said about fitting the 
man for the job. Another point of view which 
should not be neglected is fitting the job to 
the man. The industrial physician should 
cooperatively confer with safety engineers, 
departmental foremen, personnel officers, 
and so forth, with regard to such in-plant 
conditions as safety, toxic hazards, and 
morale. 

In making recommendations to manage- 
ment on fitting the job to the employee, the 
industrial physician should not rely on in- 
formation received from others, but should 
thoroughly familiarize himself with working 
conditions throughout the plant. Such envir- 
onmental conditions as excessive heat, damp- 
ness, poor lighting, noise, vibration fatigue, 
long hours of work, and monotony, seriously 
affect not only the health and morale of 
the worker, but also his productivity. Even 
where working conditions are apparently 
good, poorly designed equipment such as a 
conveyer system of improper height, or even 
stools and chairs which do not allow the 
workers’ feet to rest comfortably on the 
floor, may be important factors in producing 
fatigue in the individual. The observant in- 
dustrial physician can often suggest rather 
obvious things which will bring about im- 
provements in working conditions. Fre- 
quently, an industrial physician can render 
much good by suggesting that qualified ex- 
perts be consulted on subjects as toxicology, 
industrial hygiene, and safety. From the 
standpoint of sanitation, the medical super- 
vision of washrooms, cafeterias, and general 
housekeeping is important. 


Developing a Successful Program 
Every industrial physician should contin- 
ually be interested in developing and modify- 
ing the medical program that best suits his 
individual situation. Medical department rou- 
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tines must necessarily at times be subordi- 
nated to the production and operational re- 
quirements of various departments. Lack of 
flexibility in medical department schedules 
can cause misunderstanding and even resent- 
ment among foremen and supervisors, who 
have production schedules to meet. 

Much can be gained by association with 
other physicians interested in industry, and 
by attendance at medical conferences and 
meetings where problems of industrial medi- 
cine are discussed. 

Perhaps no single factor in industrial 
medicine is more important to success than 
properly and clearly establishing authority 
and responsibility within the individual in- 
dustrial establishment. Industrial physicians 
must necessarily assist, work, and cooperate 
with personnel directors, safety engineers, 
production managers, and supervision gen- 
erally. However, the industrial physician 
should not at any time be responsible or 
subservient to the philosophies, policies, or 
instructions of any of these men. 

To begin with, a physician who has the 
strength, integrity, and education to be use- 
ful and successful in industrial medicine does 
not need supervision by non-policy-making 
individuals. Nothing can be more disconcert- 
ing or thwarting to him than to find himself 
responsible to a department head who is 
unsympathetic, uninformed, or indifferent to 
the objectives of the medical program. With 
reference to the physician, such a situation 
frequently leads to uselessness, frustration, 
failure, and frank withdrawal. A consider- 
able number of industrial medical programs 
are doomed to failure because the physicians 
in charge do not have sufficient authority to 
associate in administrative equality with 
other major departmental heads. All physi- 
cians contemplating a professional relation- 
ship with industry should insist on being 
responsible to the chief administrative execu- 
tive or his designated policy-making asso- 
ciate or assistant. An extremely large mea- 
sure of success in industrial medicine is 
directly related to the confidence and sup- 
port of the physician and his medical pro- 
gram by the policy-making executives. 


Conclusion 
Industrial workers deserve good medical 
care. Physicians will find that industrial 
medical work can be stimulating and worthy 
of their best efforts. It is a difficult, but a 
satisfying type of medical practice. 
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A SURVEY OF THE HYPOMETABOLIC 
STATES 


WALTER SPAETH, M.D. 
ELIZABETH CITY 


Within the last decade the fields of inter- 
nal medicine and endocrinology have been 
drawn closer together through advances in 
the study of metabolism. As a subdivision 
of this latter field, entities causing a clinical 
state of hypometabolism are assuming in- 
creasing importance. 

No longer can it be stated didactically 
that the thyroid is primarily at fault in 
every case of hypometabolism. Nor does the 
administration of thyroid substance lead to 
regression of symptoms in every patient. On 
the contrary, in certain instances treatment 
with thyroid substance may be injurious to 
the patient. The role of other endocrine 
glands—namely, the pituitary, the adrenal, 
and the gonads—as a primary cause for al- 
tered function of the thyroid gland is be- 
coming a more established fact. 

The well known signs and symptoms of hy- 
pometabolism are as follows: lassitude, both 
physical and mental, with a characteristic 
energy curve which is low in the morning 
and rises towards evening; increased sen- 
sitivity to cold; daytime drowsiness and 
nightly insomnia; dry, coarse skin and hair; 
brittle or scaling nails; relative bradycar- 
dia; low oral temperature; a tendency to 
gain weight easily; and hypochromic, mi- 
croytic anemia. 

Classification 

Hypometabolic states can be divided etio- 
logically into three major classes: (1) pri- 
mary hypothyroidism, in which the thyroid 
gland itself is the cause of the hypometabo- 
lic state; (2) secondary hypothyroidism, in 
which a disease process alters the normal 
function of another gland of the endocrine 
system, which in turn, affects the normal 
function of the thyroid; (3) hypometabol- 
ism due to miscellaneous causes. Into the 
latter group fall numerous and varied clin- 
ical entities. 

Primary Hypothyroidism 

The majority of cases of hypometabolism 
are caused by primary disease or destruc- 
tion of the thyroid gland. These conditions 
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may be listed as follows: 

1. Endemic or sporadic cretinism—which 
may be caused by the absence or de- 
generation of thyroid tissue due to io- 
dine lack, agenesis, or infection in utero 
or early infancy—namely, syphilis 

2. Spontaneous myxedema (juvenile- 

adult)—a primary atrophy of unknown 
eticlogy 

Postoperative hypothryroidism 

Post-traumatic hypothyroidism 

Post-irradiation hypothyroidism 

Replacement by cyst or adenoma 

Post-thyroiditis (with exhaustion) 

Riede!’s struma (woody thyroiditis) 

Burned-out Graves’ disease 

Chemical interference in thyroid func- 

tion by the thiocyanate-thiouraci! 

groups, in particular, and other goitro- 

genic substances—believed to inactivate 

iodase enzyme systems 

11. Senile changes (etiology unknown) 

12. Chronic overindulgence in iodine 

13. Lack of adequate iodine, or tyrosine and 
phenylalanine. 


The thyroid hormone 

During the latter part of the nineteenth 
century investigation established a definite 
relationship between the clinical state of 
myxedema and the thyroid gland. In 1895 
Bauman found iodine to be a constituent of 
thyroid tissue, and still later Kendall iso- 
lated the active principal, to which he gave 
the name “thyroxin.” The present theory 
for the formation of the thyroid hormone by 
the acinar cells of the thyroid gland is as 
follows: Znorganic iodine and the animo acid 
tyrosine, both ingested with a normal diet, 
combine in the thyroid cells to form diiodo- 
tyrosine, The presence of an iodase enzyme 
system is necessary for this reaction. Two 
molecules of diiodotyrosine then couple to 
form thyroxin. Within the confines of the 
thyroid gland, the hormone is stored as a 
compound combination of thyroxin and diio- 
dotyrosine, called iodothyroglobulin. It is 
thought that this protein is too large to enter 
the circulation. Therefore, when thyroid hor- 
mone is needed, iodothyroglobulin is convert- 
ed into a simple polypeptide, thyroxin, which 
is released into the blood stream. 

Thus any intrinsic disease, physical or 
chemical injury, or lack of “building blocks” 
to form the thyroid hormone, will cause 
partial or total loss of hormone production 
and primary hypothyroidism. 
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Secondary Hypothyroidism 

Altered function of the thyroid gland may 
be produced by disease or physical damage 
to another endocrine gland. 

1. Anterior pituitary hypofunction 
a. Chromophobe tumor . 
b. Fréhlich’s syndrome 
c. Simmond’s disease — Sheehan’s syn- 
drome 
d. Idiopathic exhaustion 
Adrenal deficieucy 
a. Addison’s disease 
Gonadal hypofunction 
Inhibitors or antagonists (anti- 
hormone) at periphery. 
Anterior pituitary hypofunction 

Reliable investigation has demonstrated 
a close interrelationship between the thyroid 
and anterior portion of the pituitary gland. 
The latter produces and liberates a thyroid- 
stimulating hormone — namely, the thyro- 
trophic hormone. The activity of the thy- 
roid gland is under direct control of this 
hormone. Likewise it is assumed that the 
quantity of circulating organic iodine, thy- 
roxin, is the stimulus for the production 
and liberation of thyrotrophic hormone. 
Thus, in states of primary thyroid hypo- 
function, circulating thyrotrophic hormone 
is increased in an effort to increase the hor- 
monal output of the thyroid. Conversely, in 
primary hypofunction of the anterior pitui- 
tary gland the formation of thyrotrophic 
hormone is diminished or absent. Therefore, 
the normal stimulus to the thyroid is defi- 
cient, and hypofunction of the gland results. 
Clinically, the signs and symptoms of hy- 
pometabolism or hypothyroidism are appar- 
ent. This process occurs in Simmonds’ dis- 
ease, Frohlich’s syndrome, and chromophobe 
adenoma of the pituitary gland. 

Since the pituitary gland produces a mul- 
titude of hormones which stimulate other 
endocrine glands in addition to the thyroid, 
the resulting clinical picture is not readily 
confused with that of primary hypothyroid- 
ism. In addition, present day laboratory 
tests, described in various texts, are avail- 
able to confirm the diagnosis. 


Adrenal deficiency 

The interrelationship between the adrenal 
cortex and thyroid gland is not as clear as 
that of the pituitary-thyroid axis. Adrenal 
cortical insufficiency is commonly accompa- 
nied by a decrease in the basal metabolic 
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rate, which is reflected in reduced thyroid 
activity. Conversely, administration of desic- 
cated thyroid substance causes adrenal en- 
largement and histologic changes which are 
interpreted as increased cortical activity. 
Addison’s disease, the final stage of hypo- 
function of the adrenal cortex, produces as 
one of its early features a lowered basal 
metabolic rate and symptoms of hypometa- 
bolism. However, a critical history and phy- 
sical examination, in addition to specific 
laboratory tests, usually clarifies the diag- 
nosis. 

The confusion of hypopituitarism or hy- 
poadrenalism with primary hypothyroidism 
and its treatment with thyroid substance, 
may be disastrous. Adrenal crisis and sudden 
death may be precipitated by thyroid ther- 
apy. Tor this reason alone, careful diagnosis 
is imperative. 
Gonadal hypofunction 

That diminished production of gonadal 
hormones may cause hypometabolism is not 
conclusive. An interrelationship between the 
gonads and thyroid glands is suggested by 
the fact that: (1) normal thyroid function 
is necessary for development of the gonads; 
(2) that thyroid enlargement is frequently 
observed at puberty and during menstrua- 
tion or pregnancy; (3) that castration in 
the dog or rabbit leads to a slow reduction 
in the size of the thyroid and a depression 
of the metabolic rate; (4) that conversely, 
at the climacteric in human subjects, thyroid 
enlargement and hyperfunction are not un- 
common. 

It is suggested that the thyroid-gonadal 
relationship may be mediated through the 
pituitary gland. Nevertheless, obesity, leth- 
argy, and reduced basal metabolic rate are 
observed in some instances of hypogonadism. 
Again careful evaluation of the case will lead 
to the correct diagnosis. 


Inhibitors 

Finally, as a possible cause of secondary 
hypothyroidism, it has been postulated that 
there may be formed at the receptor cells, 
inhibitors or antagonists which interfere 
with the peripheral action of thyroxin. This 
theory is undergoing investigation at the 
present time. 


Hypothyroidism due to Miscellaneous 
Causes 
The following clinical conditions may be 
listed as causes of hypometabolism: 
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1. Post-sedation 
a. Acute—from single large dose 
b. Chronic—from multiple small doses 

(addiction) 

Chronic diffuse or protein starvation 
Hypovitaminosis 

Chronic wasting disease 

Acute illness 

Prolonged inactivity 

Depressed mental states 

Fatigue 

Physiologic causes (‘‘the waste basket’’) 

During recent years several articles have 
appeared in the literature in which sedation, 
both chronic and acute, has been found to 
cause a reduction in the basal metabolic rate. 
It is assumed that this reduction is due to 
the reduced oxygen requirement of tissue 
cells. Barbiturates have been particularly in- 
criminated in this role. 

Following the last war, liberated allied 
troops from Japanese prison camps suffer- 
ing from starvation and hypovitaminosis 
were found to have a low basal metabolic 
rate. With proper diet and restoration of a 
positive nitrogen balance, the basal meta- 
bolic rate returned to normal levels. 

The same has been found to be true in 
chronic wasting diseases such as carcinoma- 
tosis, and also during the recovery phase of 
acute illnesses. 

The lowered basal metabolic rate in de- 
pressed mental states and prolonged inac- 
tivity, as in anorexia nervosa, is well known. 
In these states, protein starvation, hypovi- 
taminosis, and chronic fatigue are also pres- 
ent. 

In addition to the above hypometabolic 
entities, a final category is one which is best 
termed physiologic hypometabolism — “the 
waste basket.’”’ This term is reserved for 
those cases which present no signs or symp- 
toms of the hypometabolic state, the only ab- 
normality being a consistently lowered basal 
metabolic rate. It is not surprising that oc- 
casionally one finds a patient fitting into 
this category when one considers that a nor- 
mal basal metabolic rate is based on a mean 
value of a large group, and that some values 
fall outside this so called ‘‘normal.” It is in 
these cases that there is no justification for 
thyroid therapy. 


AS why 


Summary 
1. A critical history and physical exam- 
ination accompanied by the proper labora- 
tory tests are of the utmost importance in 


establishing a correct diagnosis in a hypo- 
metabolic state. 

2. One must remain alert to the fact that 
hypofunction of endocrine glands other than 
the thyroid may produce hypometabolism. 


3. Inanition due to a variety of causes 
may produce a hypometabolic state. 


4. Therapy must depend on a correct di- 
agnosis in each case. 


Discussion 


Dr. William N. Nicholson (Durham): Thank you, 
Dr. Spaeth, for an excellent presentation of a diffi- 
cult subject. 

With regard to the differential diagnosis of the 
“waste basket” group that Dr. Spaeth has men- 
tioned, I would like to say that if at any time it 
seems necessary to administer more than 3 grains 
of desiccated thyroid substance to a patient, that 
patient does not have hypothyroidism and the ad- 
ministration is not only unwarranted but detrimen- 
tal to the patient. I would also like to emphasize 
the grave danger of administering thyroid sub- 
stance to a patient with secondary hypothyroiditis, 
particularly that secondary to the pituitary gland. 


CYSTIC DISEASE OF THE LUNGS 


Lower Accessory Pulmonary 
Artery Syndrome 


NORMAN L. ANDERSON, M.D. 
ASHEVILLE 


The subject of cystic disease of the lungs 
at once brings to mind a chaotic series of 
confusing, overlapping, and sometimes re- 
dundant terms. Among them are: air cysts, 
lung cysts, pneumoceles, pneumatoceles, bul- 
lae, bullous emphysema, blebs, bronchial 
cysts, bronchiolar cysts, alveolar cysts, poly- 
cystic lung, cystic bronchiectasis, saccular 
bronchiectasis, honeycomb lung, fibrous dys- 
plasia, alveolar agenesis, acquired cysts, con- 
genital cysts, septic abscesses, parasitical 
cysts, and germinal rest cysts. 

In attempting to clarify the various types 
of lung cysts, I shall first give Webster’s 
definition of cyst: “cyst, from the Greek 
kystis, bladder or sac. A pouch or sac with- 
out opening, provided with a distinct mem- 
brane and containing fluid, or semi-fluid 
matter, abnormally developed in one of the 
natural cavities or in the substance of an 
organ.” Obviously a cyst may rupture into 
a bronchus and thu: not be walled-off. Or 
conversely, an open, communicating lesion 
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may become blocked and thus become a cyst. 
Moreover, a bronchiectatic pouch or diver- 
ticulum may never be completely walled-off 
and thus never be a true cyst. 

A cyst may be lined with epithelium, 
smooth muscle, and bronchial cartilage; with 
septic granulation tissue or fibrous tissue; 
or with a reactionary capsule resulting from 
the action or production of material secreted 
by a parasite such as the echinococcus hy- 
datid. A cyst may contain gases of various 
composition, watery fluids, liquid or inspis- 
sated purulent matter, parasites in various 
stages of development, ectodermal elements 
such as teeth, skin, hair, and sebum as in 
dermoid cysts, and calcified inflammatory 
residuals. 

Thus it is seen that the term cystic disease 
of the lungs covers a wide latitude of possi- 
bilities, and it is no wonder that such con- 
fusion exists in accurate differentiation. The 
subject is further confused by attempting to 
separate congenital cysts from acquired ones. 
Moore! and Menefee’, and others have 
commented on the great difficulty in clinic- 
ally, and sometimes pathologically, differen- 
tiating secondarily infected congenital cysts 
from acquired true lung abscesses. In these 
cases of infected congenital cysts, the ex- 
pected lining epithelial, smooth muscle, and 
cartilaginous components may be completely 
destroyed or eroded by gangrenous processes, 
in which case the pathologist may be unable 
accurately to establish the true nature of the 
cyst. The question is further complicated by 
the controversy as to whether or not normal 
pulmonary alveoli have an epithelial lining 
in addition to a mesothelial basement mem- 
brane. The great pulmonary anatomist, Will- 
iam Snow Miller’, after carefully compiling 
previous evidence and adding to it his own 
painstaking studies, concluded that normal 
alveoli do have a lining epithelium, but many 
pathologists maintain that they do not. 

Once considered rare, pulmonary cysts are 
now seen very frequently by chest physi- 
cians and thoracic surgeons. According to 
Adams’, congenital cysts almost always an- 
nounce their presence by one or both of the 
two following mechanisms: (1) disturbance 
of intrathoracic pressure relations due to 
overdistension of the pulmonary cyst; (2) 
symptoms of pulmonary suppurative disease 
following infection of the cyst. Otherwise 
their presence may go unheralded for many 
years until suddenly symptoms appear. 
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Classification 

Numerous classifications of congenital 
pulmonary cysts have been presented. Hyde 
and others quote Willis and Almeyda’s'’’ 
division of cystic pulmonary lesions into two 
groups: (1) those derived from bronchi, as 
solitary or multiple bronchial cysts or cystic 
bronchiectasis; and (2) those derived from 
alveoli, as solitary alveolar cyst, pnevmato- 
cele, and cystic emphysema. Norris and Ty- 
son’) believe the fundamental lesion to be 
focal dilatation of small bronchi or bronchi- 
oles. Isolated segments of bronchi may de- 
velop into gradually enlarging cysts. They 
believe the process to be similar to those 
described in polycystic kidney, liver, and 
pancreas. 

In an attempt to formulate a logical, 
working system of pulmonary cystic disease, 
I have prepared a further classification 
which is modified from a consolidation of 
two outstanding classifications in the litera- 
ture, those of DiRienzo’, and Murphy and 
Piver®®, 


Classification of Pulmonary Cysts 


I. Congenital Cystic Disease 
A. Growth arrests (usually impure when modi- 
fied by pulmonary dynamics or infection) 

1. Pulmonary agenesis: Growth cessation at 
appearance of primitive bud development 
from lung segment (when bilateral, in- 
compatible with life) 

2. Air cysts: Growth cessation at third to 
fifth months when secondary branches 
form 

3. Alveolar agenesis: Growth cessation at 
fifth month, when third, fourth, and ter- 
minal branches form 

4. Cystic (sacciform) bronchiectasis (bron- 
chial diverticulosis): Growth cessation at 
seventh month (may also be acquired as 
seen below) 

5. Polycystic lung (fibrous dysplasia, honey- 
comb lung): Growth cessation at ninth 
month 

B. Other congenital anomalies 

1. Germinal rests (teratomas and dermoids): 
When thoracic, usually mediastinal but 
sometimes intrapulmonary 

2. Arterial anomalies (case reported): Low- 
er accessory pulmonary artery syndrome 
with or without intralobar sequestration 

II. Acquired Pulmonary Cysts 
A. Blebs—pleural 
B. Pneumatoceles—parenchymatous, alveolar 
C. Bullae—with or without emphysema, alve- 
olar or interstitial 
III. Acquired Cystic Bronchiectasis (compare I.A4) 


IV. Miscellaneous: True lung abscesses, parasites 
(echinococcus), fungi, trauma, etc. 
’ Treatment 
Once diagnosed, lung cysts are preferably 
treated surgically by bronchoscopic or thor- 
acotomy drainage, if possible, and resection. 
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Fig. 1. Note two large cystic areas in left lower 
lobe. 


They have no normal function and are po- 
tentially hazardous if left untreated. 


Case Report 

A 26 year old recently married nurse-anesthetist 
was admitted to the hospital with a fever of 102 F. 
and an acute left-sided pleurisy of four hours’ dura- 
tion, She had a dry, painful, non-productive cough. 
Recently she had had some morning nausea due to 
a two months’ pregnancy, during which time she 
had gained about 6 pounds. About three months 
prior to the present illness she had had a sore throat 
and fever. At that time she had also had a sharp, 
stabbing pain on her left side. This episode sub- 
sided uneventfully after penicillin was given, There 
was no history of previous pleurisy, chronic cough, 
hemoptysis, or other pulmonary disease. 

The history revealed that one aunt had had tu- 
berculosis, but had had little contact with the pa- 
tient. One year previously the patient had had a 
transient episode of microscopic hematuria. For the 
past year and one-half she had not been outside of 
western North Carolina except for a short trip to 
Florida. She had been working actively as an anes- 
thetist prior to the present illness, 

The physical examination revealed a well devel- 
oped and well nourished young woman in acute dis- 
tress from severe pain in her left side, made much 
worse by deep inspiration and cough. The tempera- 
ture was 102 F., pulse 100, respiration 32, and blood 
pressure 118 systolic, 70 diastolic. There was no 
cyanosis or venous distension. Skin, lymphatics, 
bones and joints, and sense organs were normal. 

Examination of the chest disclosed rapid, splinted 
breathing, with a respiratory lag on the left, No 
increased tactile fremitus was noted. On percussion 
the heart was found to be shifted slightly to the 
right, with slightly increased dullness at the left 
base, The left diaphragm was thought to be slightly 
elevated. No rales were heard on auscultation, and 
breath sounds were distant at the left base both 


NORTH CAROLINA MEDICAL JOURNAL 


May, 1952 


Fig. 2. Lateral projection showing location of 
cysts. 


anteriorly and posteriorly, There was no friction 
rub, and no definite signs of cavitation or consoli- 
dation were noted, The remainder of the examina- 
tion was negative except for signs of early preg- 
nancy. 

Accessory clinical findings: The complete blood 
count showed no anemia, but there was a leuko- 
cytosis of 25,000, with a shift to the left. A urin- 
alysis was negative. No sputum was produced. Ro- 
entgenograms of the chest (figs. 1 and 2) showed 
two large cystic cavities in the left lower lobe, Each 
had fluid levels and appeared to be ballooning out 
at the expense of normal lung tissue. The cavities 
appeared to be moderately thick-walled, and a small 
peripheral reaction zone was noted. A review of a 
single photofluorographic film taken two years pre- 
viously showed hazy outlines of the upper cavity 
only. This film had been read as negative at the 
time. 

Course in the hospital: The patient was given 
penicillin and later streptomycin, but the pain and 
fever continued unabated. Intercostal nerve blocks 
were of temporary benefit. Two doses of artificial 
pneumoperitoneum were given in an effort to relieve 
the pain and also to outline the lower border of 
the diseased lung. Temporary relief was obtained 
(fig. 3). Dr. Julian Moore was asked to see the 
patient in consultation. He performed an_ essen- 
tially negative bronchoscopy. No stenosis was noted, 
Slight inflammation of the bronchial mucous mem- 
branes was seen, and there was no purulent mater- 
ial escaping from the bronchi. Smears of bronchial 
secretions showed numerous bronchial epithelial 
cells, with a few microphages and polymorphonu- 
clear cells. 

An open thoracotomy tube drainage of each cav- 
ity was performed, and the pain and fever imme- 
diately subsided. Histologic examination of tissue 
removed at this time revealed epithelium consistent 
with bronchial structure, and marked inflammatory 
reaction both acute and chronic. Numerous eosino- 
phils and proliferating fibroblasts were noted. The 
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Fig. 3. Roentgenogram following induction of 
pneumoperitoneum. 


diagnosis was congenital cystic disease of the lungs, 
and early pregnancy. 

The thoracotomy tubes were periodically irrigated 
until the eighth month of pregnancy, at which time 
Dr. L, Rathbun performed an uneventful cesarean 
section. Two months later Dr. Moore did a left lower 
lobectomy. Cyclopropane, ether, and intratracheal 
catheter were used by Dr. A. Ambler in administer- 
ing positive pressure anesthesia. Two units of blood 
(1,000 ce.) were given during the operation, When 
the left lower lobe was freed from its bed, a large 
aberrant artery about % cm. in diameter was found 
to enter the lower lobe, having originated from the 
lower thoracic aorta. It was doubly ligated and di- 
vided, No sequestration of the lobe was noted, and 
the bronchial system appeared normal. The patient 
received an additional unit of blood after the opera- 
tion and, with penicillin and streptomycin therapy, 
made an uneventful recovery. She has had no major 
difficulty since. She is now pregnant again, and 
has expectorated a small amount of blood on two 
occasions recently (fig. 4). 

Examination by Dr, E. D. Peasley of the removed 
left lower lobe and artery revealed enlarged lymph 
nodes at the hilar region, with reactive hyperplasia. 
The trabeculated surfaces of the two large cysts 
showed bronchial epithelium. In the adjacent tissue 
were numerous small cystic structures lined with 
columnar epithelium. The aberrant artery was traced 
into the lung substance, but apparently no anasto- 
mosis with the pulmonary artery was demonstrated. 
Much chronic inflammation was present. 

The final diagnosis was congenital cystic disease 
of the lungs and lower accessory pulmonary artery 
syndrome, 

Comment 


The arterial anomaly of an aberrant ves- 
sel from the thoracic or abdominal aorta to 
the lungs has been described frequently since 
the first report by Huber" in 1777. The 
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Fig. 4. Roentgenogram following thoracotomy and 
lobectomy. 


first descriptions of the association of aber- 
rant arteries with pulmonary sequestration 
or bronchopulmonary dissociation, with or 
without cystic disease, were made by Mc- 
Cotter" in 1910, and Fischer* in 1928. 

Pryce’ in England has recently compiled 
a series of cases and advanced several theor- 
ies as to the development of this unusual and 
interesting condition. Bruwer, Clagett, and 
McDonald"®) have recently published an ex- 
cellent article in the American literature and 
contributed several cases of their own. They 
call attention to the fact that over 26 cases 
have been recorded in the past 10 years. 

At least 4 deaths from hemorrhage have 
been reported by surgeons who inadvertently 
opened an aberrant artery in performing 
major surgery for cystic disease and other 
pulmonary abnormality. Thus the impor- 
tance of recognizing this possibility when- 
ever the thoracic surgeon is dissecting pul- 
monary tissue free from the thoracic wall 
during lobectomy or pneumonectomy is ob- 
vious. 

In the case herein reported, there was 
apparently no pulmonary sequestration. 
Three possibilities are cited by Pryce: (1) 
abnormal] artery to normally connected lung; 
(2) abnormal artery to sequestered mass and 
adjacent normal lung; (3) abnormal artery 
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confined to sequestered mass. The case re- 
ported apparently belonged to group one. 
Pryce also calls attention to the fact that 
the aberrant arteries, instead of being small 
and muscular as are bronchial arteries, are 
usually large and have the elastic structure 
of pulmonary arteries. They also may show 
atherosclerotic changes earlier than do pul- 
monary arteries, possibly because they are 
subjected to the higher systemic blood pres- 
sure. There may be variation in the arterial 
structure, depending upon which of the three 
types of abnormality is present. 

Bruwer and others''”’ state that with bron- 
chopulmonary sequestration the bronchial 
system in the sequestered lung may not com- 
municate with the normal bronchial tree, 
and thus cyst formation or bronchiectasis 
may result. In the case reported here, the 
cysts were in no way communicating with 
the normal bronchial tree, but the bronchial 
system in the lobe itself apparently was 
normally connected. 

Pryce" discusses three theories concern- 
ing the development of these anomalies: 

1. The accessory theory (Eppinger''"’) of 

an additional embryonic lung bud 

The fraction theory, which regards the 
ectopic mass as a detached part of the 
developing lung 

The theory, held by Pryce''"’, that an 
abnormal pulmonary artery from the 
primitive splanchnic plexus “captures” 
one or more tips of the developing pul- 
monary tree and, by rotation traction, 
separates it from the major pulmonary 
mass. Reference is again made to the 
original articles by Pryce who discusses 
the subject in great detail. 


Summary 
1. A classification of pulmonary cysts, 
both congenital and acquired, is presented. 
2. A case of congenital cystic disease of 
the lung associated with a large aberrant 
pulmonary artery from the aorta is reported. 
In the past decade similar cases have been 
found in significant numbers by thoracic 
surgeons. 
3. Leading theories of the genesis of this 
condition are briefly discussed. 
Conclusions 
1. A clearer concept of cystic disease of 
the lungs may be achieved by classifying the 
congenital cysts as to the temporal origin in 
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embryonic development, and as to etiologic 
agents in acquired cysts. 

2. Lower accessory pulmonary artery, 
with or without intralobar sequestration, 
should be considered in any differential diag- 
nosis of congenital cystic disease of the lungs. 
Appropriate caution should be employed by 
alert thoracic surgeons in dealing with this 
potentially hazardous situation. 
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Quoted by Pryce and 


Physical signs may be absent with early activity 
or with indolent or deepseated tuberculous lesions. 
Tumors, cysts, and deep-seated abscesses may give 
no significant physical signs. Roentgen examina- 
tion usually discloses more extensive disease than 
has been expected from other methods of exam- 
ination. It is the only method by which the diag- 
nosis of miliary tuberculosis can be made, since 
these tiny parenchymal lesions produce no distine- 
tive clinical signs. 

Sputum tests, a positive tuberculin test, gastric 
washings, and serial X-rays studies will usually 
establish or exclude the diagnosis. One should never 
make the diagnosis from roentgenologic findings 
alone, no matter how “typical”? the shadows appear. 
Am. Acad. General Prac., F. Kenneth Albrecht, 
M.D., April, 1950. 


Histoplasmosis must be taken into account in all 
routine x-ray surveys of population and differen- 
tiated from tuberculosis despite superficial similari- 
ties. Carefully controlled studies of the etiology of 
histoplasmosis in relation to conditions that vary 
geographically are very much needed.—G. Arnold 
Cronk, M.D., N.Y.S. J. of Medicine, August 15, 1951. 
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OCULAR PROBLEMS OF INTEREST TO 
THE GENERAL PRACTITIONER 


WINSTON ROBERTS, M.D. 
WINSTON-SALEM 


Some common ocular conditions are still 
regarded with some confusion and frequently 
handled by somewhat antiquated concepts. 
These problems will be dealt with, in a 
roughly chronological order, from the stand- 
point of the general practitioner, who usually 
sees the patient first. 


Dacryocystitis 

One of the more common ocular complaints 
in infancy is dacryocystitis, which usually 
results from blockage of the nasolacrima! 
duct, either by failure of the duct to open 
completely in its fetal development, or by 
occlusion of the duct by a mucus or epithelial 
plug. The picture of persistent weeping, a 
stubborn mucoid or mucopurulent discharge, 
and perhaps repeated episodes of localized 
cellulitis or even abscess formation is well 
known, In the past it has been common to 
handle these cases largely by watchful wait- 
ing, in the hope that the ducts would in time 
open up and drain, thus clearing the chronic 
infection spontaneously, as many of them 
do. However, many other infants were left 
with permanent strictures of the nasolacri- 
mal duct, besides having suffered the pro- 
longed nuisance of a chronically infected 
conjunctival sac, spilling of tears, and per- 
haps recurrent abscesses. 

We now know that this condition is han- 
dled much better by early intervention. If 
the weeping and discharge continue into the 
second or third month, the lacrimal passage 
should be irrigated and opened by probing. 
In this early age group, this procedure can 
readily be done by wrapping the baby, in- 
stilling a few drops of topical anesthesia, 
and then passing a lacrimal cannula through 
the punctum and canaliculus into the lacri- 
mal sac, washing out all discharge, and 
finally passing it through the nasolacrimal 
duct into the nose. It is seldom necessary to 
repeat the procedure more than twice in or- 
der to give permanent patency to the duct, 
and relief of the distressing symptoms is 
dramatic and lasting. 

; Read ‘before the Section on the Practice of Medicine and 
Surgery, Medical Society of the State of North Carolina, Pine- 
hurst, May 9, 1951. 


From the Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, North Carolina. 
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Strabismus 


Another of the more common serious ocu- 
lar disturbances in children is strabismus, or 
squint. It is distressing to see how frequently 
anything approaching ideal results in the 
treatment of squints is missed because of the 
lack of opportunity or disinclination to at- 
tack the problem at the age when it can be 
best handled. I am convinced that ideal re- 
sults can best be attained when treatment is 
coordinated with the child’s normal physio- 
logic development in ocular skills and abili- 
ties, particularly those involving binocular 
function. It is well known that these abilities 
develop primarily in the first three or four 
years of life, the eye-to-brain pathways being 
established in the first year or two, and the 
impulses for binocular cooperation develop- 
ing particularly in the third and fourth 
years. 

The treatment of squints in children has 
three chief aims: (1) to make sure that the 
child will see well out of each eye—that is, 
that he will have no amblyopia or functional 
blindness from failure to use his commonly 
deviated eye; (2) to make sure that the eyes 
are cosmetically straight so that he will not 
have to bear the stigma of appearing cross- 
eyed; and (3)—the most desirable and diffi- 
cult goal to attain — to give the child the 
benefit of binocular cooperation — that is, 
fusion and possibly binocular stereopsis or 
depth perception. 

Since we prefer to manage the complica- 
tions of squints by prevention, or by early 
treatment before the complications become 
well established, we like to see the child with 
a congenital squint by his first birthday. At 
that time we can make him use the eye which 
he is deviating by covering the eye which is 
normally used for fixation, thereby avoiding 
or overcoming functional blindness from dis- 
use. When fixation is equally well established 
in both eyes, the occluder can be alternated 
between the two. 

If the squint does not appear until some- 
where near the second birthday or later, it 
will usually have a large accommodative or 
focusing component, and glasses can be ex- 
pected to help or cure it. Consequently, if we 
can see these children soon after the onset 
of their squint and correct the refractive 
error which is leading to the excessive focus- 
ing effort, with its accompanying conver- 
gence associated with the developing accom- 
modation-convergence reflex, we may abort 
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the squint or reduce it greatly and make 
further treatment much simpler. 

If the child is to develop normal binocular 
impulses which permit fusion of the images 
in the two eyes, it is obvious that his eyes 
must be placed in a position where the images 
of the objects fixed fall on, or very nearly 
on, the macula in each eye. He must be given 
an “opportunity for fusion,” and this op- 
portunity demands that his eyes be placed 
in a straight or nearly straight position dur- 
ing the period when he normally would estab- 
lish fusion. Consequently, I believe that sur- 
gery should be done early. 

If the squint has been present from birth, 
any amblyopia that may be present should 
be overcome first and the squint then sur- 
gically treated as soon as the child can safely 
stand a general anesthetic—that is, at 16 or 
18 months old, or certainly by the second 
birthday. Surgery should also be done in the 
accommodative or refractive group just as 
soon as we have determined how much of 
the squint can be corrected by adequate cyclo- 
plegic refraction plus treatment of the am- 
blyopia, so that the child can be given the 
opportunity for fusion in the period when 
he normally develops it. Straightening the 
eyes even approximately during this period 
when the child is normally acquiring binocu- 
lar cooperation, may remove the need for 
further fusional training and orthoptic mea- 
sures. If he has any fusion impulse at all, 
he will receive in the everyday use of his eyes 
better fusional training than any exercises 
we can prescribe. Thus we can achieve the 
second and third goals of therapy—to make 
the eyes cosmetically straight and give bi- 
nocular vision—in many instances by the 
single procedure of placing his eyes in as 
nearly a straight position as is surgically 
possible to achieve, if the timing of the oper- 


ation is coordinated with the physiologic _ 


development of the child. 

General practitioners who see most of 
these children in their early years can help 
most by getting them to the ophthalmologist 
during this critical period when we can hope 
to achieve normal function rather than de- 
laying, perhaps until their school years, 
when we can hope only to achieve cosmetic 
improvement, and that with more difficulty 
than is encountered in young children. 


Ocular Infections 


Blepharitis 


Certainly no infection of the eye is more 
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common or more commonly neglected than 
blepharitis, which in its more severe forms 
is often called granulated eyelids. This con- 
dition, which is approximately as prevalent 
as athlete’s foot and dandruff, is of very real 
importance. The margin of the lid not only 
may become scarred, but may also become 
the repository of a chronic infection which 
can lead to a persistent conjunctivitis and 
even corneal ulceration. 

The most common causative agents are the 
Staphylococcus aureus, which produces little 
pustules and crusted ulcers, and a seborrheic 
infection which is believed to be due to Pity- 
rosporum ovale, and which produces an oily 
scale on the lid margin. Long continued use 
of ophthalmic ointments of sodium sulfaceti- 
mide, or possibly Chloromycetin or aureomy- 
cin, will usually clear up the staphylococcus, 
although milking of the glands may be neces- 
sary if the infection is deep within the mei- 
bomian glands. For seborrhea, ointments 
containing the commonly used anti-sebor- 
rheics in weak concentrations, perhaps one- 
third to one-half that used on the skin else- 
where, are also effective. 


Conjunctivitis 

I believe that, in general, solutions are 
better than ointments for the treatment of 
conjunctivitis, since they have a greater irri- 
gating and cleansing effect and are less likely 
to cause irritation. At this time I favor a 30 
per cent solution of sodium sulfacetimide. In 
the near future Chloromycetin solution will 
be available, apparently an even better drug 
in some ways. I strongly advise against using 
penicillin for common mild attacks of con- 
junctivitis, although it is effective in a large 
number of cases. The extremely high inci- 
dence of sensitivity reactions from penicillin 
used locally in the eye makes it seem decid- 
edly unwise to risk sensitizing the individual 
-to a drug which may later be life-saving, 
when equally effective, relatively non-sensi- 
tizing drugs are available. Lastly, if the con- 
junctivitis presents a particularly severe and 
purulent picture or persists longer than a 
few days, I think it is advisable to take cul- 
tures and perhaps refer the patient to an 
ophthalmologist for more extensive treat- 
ment. 

Glaucoma 

I have the feeling that when the term 
“glaucoma” is used, medical practitioners 
usually visualize acute congestive glaucoma, 
with its usual picture of severe pain and 
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headache, a red eye, a hazy cornea, fre- 
quently a dilated pupil, and rapid loss of 
vision. Certainly this represents one of the 
gravest ocular emergencies, since, unless the 
elevated intraocular pressure is controlled 
within a relatively few hours, vision may be 
tremendously and permanently reduced. 
For the general practitioner, nothing about 
acute congestive glaucoma is as important 
as a high index of suspicion, particularly in 
any case of severe headache or gastrointes- 
tinal upset with headache and prostration, 
for which no good explanations can be found. 
Secondly, it is essential to keep in mind the 
commonly confusing differential diagnosis 
between acute congestive glaucoma and acute 
iritis. Iritis may present a strikingly similar 
picture, including a red eye, rather severe 
pain and headache, and rapid loss of vision, 
and indeed a secondary rise in the intra- 
ocular pressure during its acute phase. The 
extreme importance of this differential diag- 
nosis lies in the diametrically opposed drug 
therapy for the two conditions. Glaucoma, of 
course, calls for the use of miotics, whereas 
iritis demands the use of mydriatics, particu- 
larly atropine. Certainly nothing worse could 
be done for acute congestive glaucoma than 
to instill atropine into the eye. This will dilate 
the pupil still further and further block the 
drainage from the chamber angle, thereby 
converting an already difficult problem in- 
to a virtually uncontrollable attack. Conse- 
quently, I wish to emphasize that wherever 
there is a possibility of confusing the two, it 
is far better to do nothing other than sedat- 
ing the patient until he can receive attention 
from an ophthalmologist than it is to use the 
wrong drug. Let me emphasize also that pro- 
crastination can be fatal in acute congestive 
glaucoma, because vision can be totally and 
permanently lost in less than 48 hours if the 
tension rises to great heights without control. 
Chronic glaucoma presents an entirely dif- 
ferent picture. It is a far more frequent and 
less dramatic condition, and, because of its 
insidious nature, is rarely diagnosed until it 
is relatively far advanced. Chronic glaucoma 
is most often characterized by a relatively 
slight elevation of the tension above the 
norm, by a pathologic undermined cupping 
of the optic disk, and by a characteristic loss 
of visual field, Early diagnosis is essential 
for satisfactory control and for the preven- 
tion of the irreversible loss of vision. Early 
diagnosis can be made only if physicians are 
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constantly on the watch for signs of the dis- 
order, especially suspicious-looking cupping 
of the optic disc on ophthalmoscopic exami- 
nations. Since it is primarily a disease of the 
older age group, and one which usually does 
not manifest itself until relatively late in its 
course, early diagnosis depends upon periodic 
examination of the eye by an ophthalmologist 
who can check the tension and visual fields 
in suspicious cases, or by a physician who 
can refer such cases to an ophthalmologist 
for study. The grave importance of the prob- 
lem is emphasized by the fact that chronic 
glaucoma is probably still the number one 
cause of adult blindness in this country. 


Cataracts 

It is well known that cataracts are simply 
lenses which have lost their transparency, 
usually in older people, but occasionally in 
young adults or in children. For many years 
it was necessary to permit the cataracts to 
mature or ripen, which simply meant letting 
them become totally opaque before under- 
taking surgery. With our modern surgical 
technique for intracapsular extraction, how- 
ever, this delay is no longer necessary, and 
indeed is contraindicated. It is my feeling 
that in general the proper time for extrac- 
tion is reached when the patient begins to 
find it difficult to read. Extraction of the 
cataract by the intracapsular method is, if 
anything, easier if the lens is not completely 
mature, and, in addition, the patient is spared 
a period of months or even years of near- 
blindness. Incidentally, we still have no med- 
ical treatment for cataracts which is of any 
proved or even strongly suggestive value. 


Conclusion 
It is only with the help of those who see 
the mass of patients early in the course of 
their ocular disorders that ophthalmologists 
can hope to offer ideal treatment at the ideal 
time. 


New Form of Theominal Has Less 
Sedative Effect 

As a companion product to Theominal, the vaso- 
dilator antispasmodic drug, a new preparation called 
Theominal M, designed to produce less sedation, has 
now been made available, it was announced by 
Dr. Theodore G. Klumpp, president of Winthrop- 
Stearns, Inc. Containing less than half as much 
Luminal as the original product, Theominal M is 
especially suitable in the treatment of hypertension 
cases where minimal sedation is desired. 
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THE INCIDENCE OF POSTOPERATIVE 
COMPLICATIONS IN ANORECTAL 
SURGERY 


A Review of 500 Cases* 
B. RICHARD JACKSON, M.D. 
RALEIGH 


In the practice of anorectal surgery, cer- 
tain postoperative complications though not 
frequent, occur from time to time, and it is 
of interest and importance to recognize their 
incidence. 

The purpose of this presentation is to 
show the incidence of the common postoper- 
ative complications in a review of the his- 
tories of 500 consecutive cases of anorectal 
surgery. 

In this series, multiple procedures were 
often performed on the same patient. It is 
not unusual to find patients having fissure 
and hemorrhoids, hemorrhoids and fistula, 
cryptitis and papillitis, or any other combi- 
nation of rectal disorders and diseases. Ma- 
lignant lesions were not included (table 1). 


Routine Management of Anorectal Cases 

It would be of considerable value to com- 
pare this series with a like number of cases 
performed under a different routine of man- 
agement. Because there can be no basis for 
comparing the incidence of complications in 
anorectal cases unless the surgical methods 
of treatment are known, the routine man- 
agement of this series of cases will be briefly 


described. 

- All patients were operated on in the hos- 
a pital, and with the exception of one opera- 
tion that was performed with the use of local 


infiltration anesthesia, all patients were an- 
esthetized by regional block, intravenous, or 
inhalation methods. Inhalation anesthesia 
was reserved for children, or, in the form of 
: nitrous oxide, used as a supplement to So- 
dium Pentothal. The large majority of pa- 
tients were anesthetized by regional blocks, 
either saddle-block spinal, or lumbar or cau- 
dal epidural blocks. 

Local infiltration of 5 to 10 ce. of an anes- 
thetic in oil (Nupercainal), was used in 477 
7 ‘ases; it was omitted in cases of perirectal 
abscesses, in children under 10 years of age, 
and in 2 cases of rectal polyps where no 


Read before the Piedmont Proctologic Society, Asheville, 
North Carolina, August 25, 1951. 

_*The operations were performed al: Rex Hospital, Raleigh, 
North Carolina, on private patients of the author. 


MEDICAL JOURNAL May, 1952 


other pathologic condition was treated. Care 
was taken not to pool the solution, or to in- 
ject it into the skin. 

Preoperative care: The patient is admit- 
ted to the hospital on the day before the 
operation. A complete history and physical 
examination is obtained and the necessary 
laboratory work performed. He is allowed 
his choice of food for the evening meal. At 
bedtime and early the next morning, he is 
given cleansing tap water enemas. He is 
allowed tea and toast for breakfast; the op- 
eration is performed in the early afternoon. 
Two hours prior to surgery he is given 0.1 
Gm., (1.5 grains) of Seconal; one hour later 
the dose is repeated and 0.45 mg. (1/150 
grain) of atropine is administered. The pre- 
anesthetic doses are adjusted for children 
and older patients. 

Operative technique 

Hemorrhoids are excised by Bacon’s clamp 
and suture method. Fissures and papillas are 
completely excised, either by sharp or elec- 
trodissection. Fistulas are completely excised 
around a malleable steel probe, and left wide 
open. Deepened and infected anal crypts are 
excised over crypt hooks. Pruritus is treated 
by clover leaf excisions and undercutting the 
skin bridges. Rectal polyps are excised with 
snares, and the base fulgurated. Abscesses 
are incised and unroofed by excision. Rou- 
tine suture material used for hemostasis of 
vessels in all cases is 0 or 00 plain catgut, 
and surface bleeding is controlled with the 
use of electrocoagulation. A single layer of 
absorbable hemostatic gauze (Oxycel) is ap- 
plied loosely to all areas included in the 
operation. It is also used to line the under- 
cut skin bridges in the clover leaf operation. 
No packs, drains, or pressure dressings are 
used. 

Postoperative care 

Following surgery, the patient is returned 
to his room, where he remains in bed until 
after his evening meal which is served usu- 
ally about 6 p.m. This meal consists of clear 
liquids. He is then encouraged to be out of 
bed, preferably walking, until 9 p.m. It is 
my feeling that active ambulation aids in 
the more rapid absorption of the oil anes- 
thetic. This belief is strengthened by the 
fact that very few patients require more than 
aspirin for analgesia. 

For those patients who complain of sleepi- 
ness, lightheadedness or nausea, when not 
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ANORECTAL SURGERY—JACKSON 


Table 1 
Classification of Cases 
Age Incidence 


Diagnosis 


0-10 11-20 21-30 31-40 


Papillitis 
Fistula 
Pruritus 
Polyps 
Abscess 
Stenosis 


er 


(Years) 


61-70 
2 


71-80 81-90 
6 0 


41-50 51-60 


3 
8 
9 


Table 2 
Incidence of Complications 
Age Incidence 


Complication 
0-10 11-20 21-30 


Impaction 

Hemorrhage 

Stenosis 

Abscess 

Cellulitis 

Fissure 
Prolonged healing —............. 


contraindicated, I have prescribed 5 to 10 
mg. of Dexedrine at 6 p.m. This drug has 
given them a general pick-up without inter- 
fering with restful sleep after a dose of 
Seconal, .1 Gm. (1.5 grains) at bedtime. Oc- 
casionally the dose of Seconal is repeated, 
if necessary. 

The next day all patients are kept out of 
bed, started on warm tap water sitz baths 
every three hours, and discharged from the 
hospital that afternoon on the first post- 
operative day. The patients are given type- 
written instructions which are read to them 
before leaving the hospital. They are advised 
to be up and about, to eat regular meals, and 
not to restrict their diet. The sitz baths are 
continued at home every three hours, and 
mineral oil, 12 ounce, is taken each night at 
bedtime for three successive nights. The in- 
structions explain the use of cotton dress- 
ings, which are applied by the patient and 
changed at frequent intervals to keep the 
anus dry. 

All patients are seen at the office for 
the first postoperative visit on the third or 
fourth postoperative day. The large major- 
ity of patients have had a bowel movement, 
and for those who have not, a mild laxative 
is prescribed, usually 12 ounce of Milk of 
Magnesia. The patients are examined, and 
a well lubricated finger is slipped into the 
anal canal. The patients are told to make an 
attempt to move the bowels each day, pre- 


(Years) 
31-40 41-50 51-60 


Total Percent 


61-70 


ferably in the morning after breakfast, and 
to continue the sitz baths at the rate of three 
or four times per day. 

Depending upon the findings at the first 
visit, the succeeding visits are determined. 
All patients are seen at least once a week 
for four to six weeks, and in most cases, 
they are seen two or three times a week for 
the first two weeks. On each office visit the 
patient is carefully examined and given as- 
surance of his progress. After four to six 
weeks the patient is asked to return in one 
month for a final check-up. 


Complications 

Disregarding complications due to general 
systemic diseases and anesthesia, the com- 
mon postoperative complications are fecal 
impaction, hemorrhage, stenosis, perirectal 
abscess, cellulitis, fissure, and prolonged 
wound healing (table 2). Phlebitis, embolic 
phenomena, and atelectasis were not seen in 
this series, and, I believe, they occur only in 
very rare instances. 


Fecal impaction 

Fecal impaction was the most common 
complication encountered. While of consider- 
able discomfort and annoyance to the patient, 
in no case was it considered a serious or 
dangerous situation. 

Of the 21 patients (4.2 per cent), only 2 
required digital extraction; both extractions 
were performed with the use of perianal lo- 
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cal infiltration of 1 per cent Novocain. All 
other patients expelled impactions after us- 
ing mineral oil, saline laxatives, and enemas 
(either warm mineral oil retention or warm 
tap water). In no case did the expulsion of 
the impaction cause hemorrhage. In the 2 
cases of digital extraction, conservative mea- 
sures, including one-quarter strength hydro- 
gen peroxide retention enemas, failed to give 
the proper relief. Impaction did not occur in 
any cases except where hemorrhoidectomy 
was part of the surgical procedure. One case 
occurred in the first week, on the third post- 
operative day; one occurred in the fifth 
postoperative week, and all other cases oc- 
curred in the second and third weeks. 


Hemorrhege 

Hemorrhage was the most serious compli- 
cation, and in all instances required imme- 
diate treatment. All hemorrhages in this 
series occurred between the seventh and 
twelfth postoperative days. Eleven patients 
(2.2 per cent) were treated for hemorrhage. 
It has been my practice to warn the patients 
on their first postoperative visit that they 
can expect to have some bleeding the second 
week, but not to become concerned unless it 
is profuse or persistent. 

All patients having hemorrhage are treat- 
ed either at the hospital or the office. Little 
or nothing can be accomplished in the home. 
Prerequisites in the treatment of rectal hem- 
orrhage are good lights, trained assistants, 
the ready availability of necessary instru- 
ments, and usually anesthesia. 

The anorectum should be cleared of all 
blood, and the bleeding point identified. It 
is my conviction that when this is accom- 
plished, the bleeding point should be ligated. 
If a vessel is securely tied, concern is ended 
for both the patient and the surgeon. With 
the use of various types of packs, there is 
always some uncertainty. Packs have to be 
removed usually in about 48 hours, which is 
another uncomfortable or painful experience 
for the patient, and then, no matter how 
carefully the pack is removed, there may be 
a recurrence of bleeding. 

While shock was not attendant in any of 
these cases, 6 patients were given blood 
transfusions. Following hemorrhage, all pa- 
tients were given prescriptions for ferrous 
sulfate, to be taken usually for about three 
weeks. 

As might be expected, the incidence of 
hemorrhage was higher in the older patients. 


Stenosis 

I believe that stenosis following anorectal 
surgery is primarily due to faulty surgical 
technique. It is the most embarrassing com- 
plication seen by the surgeon, and the patient 
is in constant distress until it is relieved. All 
cases require further operative treatment. 
Finger dilatations have very little permanent 
value once stenosis has developed. I think 
that careful postoperative care, including 
frequent finger dilatations, will in some in- 
stances prevent this condition, but it is ap- 
parent early in the postoperative course of 
many of these cases that stenosis is inevit- 
able. 

Patients with stenosis complain that the 
rectum is too tight and that they are forced 
to strain in order to have a bowel movement. 
As healing with stenosis progresses, they 
complain of constipation or small stools and 
a feeling of incomplete evacuation. 

Nine patients in this series, representing 
an incidence of 1.8 per cent, developed anal 
stenosis. Five were operated on for pruritus 
ani and the clover-leaf operation performed. 
Three patients were operated on for hemor- 
rhoids, and one patient for hemorrhoids and 
horseshoe fistula. It is readily apparent that 
the incidence of stenosis is much higher fol- 
lowing the clover-leaf operation than after 
any other procedure. 

Three patients were dilated under local 
anesthesia in the office. Four patients were 
operated on in the hospital and the stenosis 
relieved by multiple radial incisions through 
the scar tissue. Daily finger dilatations were 
done postoperatively in these 7 cases, and ail 
wounds healed with the restoration of good 
function. Two patients refused further treat- 
ment. 


Abscess and cellulitis 

These two complications should be group- 
ed together because they both represent in- 
fection that is usually due to operative tech- 
nique. In 3 patients (0.6 per cent) perirectal 
abscesses developed, and in 4 patients (0.8 
per cent), cellulitis developed. I feel that in 
each case of cellulitis undoubtedly an ab- 
scess would have developed had it not been 
for the use of antibiotics. The incidence of 
infection, which would include both abscesses 
and cellulitis, would then run about 1.4 per 
cent. 

I feel reasonably sure that in each of these 
cases these complications developed only be- 
cause an oil anesthetic was used, and the 
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solution was probably pooled within the tis- 
sues. Unlike the perirectal abscesses seen in 
the early development of fistula-in-ano, these 
cases were marked by localized, fluctuant. 
painful swelling, without the high degree of 
temperature and chills seen in the former. 

All abscesses were incised in the office 
without anesthesia, and all were resolved 
without demonstrable fistula. The 4 cases of 
cellulitis were treated with 250 mg. of aureo- 
mycin, given every six hours, and warm 
sitz baths, for five to seven days. In one 
case, where the cellulitis had cleared after 
six days of aureomycin therapy, there was a 
recurrence of induration in four days after 
the drug was discontinued, and the patient 
was given a second course of treatment for 
one week. His symptoms have not recurred. 
All cases of abscess and cellulitis occurred 
in the first week following operation. 


Fissure 

The incidence of fissure following rectal 
surgery, where there is no degree of sten- 
osis, is a complication for which I can give 
no reason. In 2 patients in this series fissure 
developed and required operation. Preoper- 
atively and at operation, the diagnosis of 
fissure was not made, and I do not believe 
that in either case fissure was present. Both 
patients were operated on for hemorrhoids, 
the operative wounds healed well, and in 
both cases fissure developed in the posterior 
midline approximately five weeks after sur- 
gery. In spite of conservative measures, heal- 
ing did not take place in either case until 
after excision of the fissure. 


Prolonged or delayed wound healing 
The large majority of operative rectal 
wounds are well healed in six to eight weeks. 
In very occasional instances, wound healing 
may require as long as three months. Most 
often, the patient has undergone extensive 
excision of the perianal skin, as in the clover- 
leaf operation for pruritus. Any anorectal 
wound requiring more than three months for 
complete healing should be classified—arbi- 
trarily, on my part—as a complication. 
One naturally expects slower wound heal- 
ing in patients with poorly controlled dia- 
betes, inadequate nutritional states, and in- 
fections, either local or general; but occa- 
sionally we see a wound that heals slowly 
where none of the aforementioned factors 
exist, and healing is retarded for no explain- 
able cause. In anorectal surgery, this occurs 
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most commonly after excision of fissure. 
How many specialists in proctology have not 
seen or heard of such cases? 


In the present group of cases, there was 
one patient demonstrating this complication. 
Operation was performed for fistula-in-ano 
in the anterior midline. Six weeks after op- 
eration, the wound had healed except for the 
superficial surface, which was covered with 
abundant and apparently healthy granula- 
tions. Four months after the operation, in 
spite of every effort to stimulate epithelia- 
tion, the wound remained the same. The pa- 
tient was hospitalized, and the wound was 
excised. His postoperative course paralleled 
his previous postoperative course, and the 
second wound finally healed seven months 
after the second operation. 


Other complications 


There do occur other postoperative com- 
plications which were not seen in this series 
—edematous skin tags, persistent rectal dis- 
charge, and mucous prolapse. Pain is some- 
times mentioned as a complication too, but 
I do not consider it as such unless it persists 
after healing, and then it is most likely a 
part of another complication. 


Summary 


The incidence of the most common post- 
operative complications in a review of 500 
consecutive operations for benign anorectal 
lesions, with the routine management of 
these cases, is presented. 

The complications included fecal impac- 
tion, hemorrhage, stenosis, abscess, cellulitis, 
fissure, and prolonged wound healing. 


Winthrop-Stearns Opens North Carolina 
Sales Office 

Winthrop - Stearns, Inc., manufacturer of medi- 
cinal preparations, has opened a new professional 
service office in Raleigh, North Carolina, to func- 
tion as sales headquarters in the surrounding area, 
according to Joseph G, Noh, vice president and di- 
rector of sales. This brings to 22 the number of 
Winthrop-Stearns division offices in this country. 

Appointment of E. T, Meyers as manager of the 
Raleigh office was also announced by Mr. Noh. 
Mr. Meyers, formerly attached to the company’s 
Baltimore division, will supervise a staff of 15 pro- 
fessional service representatives, who will call on 
physicians, drug stores and hospitals in the area 
on behalf of Winthrop-Stearns’ medicinal prepara- 
tions. The Raleigh office is located at 403 West 
Peace Street. 

Territory covered by the new branch includes the 
entire state of North Carolina and parts of Virginia, 
West Virginia, and Tennessee. 
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; THE GLORY THAT WAS GREECE AND 
a THE GRANDEUR THAT WAS ROME 


One of the marvels of history is the re- 
markable Greek civilization attained some 
centuries before Christ. It is certain that 
such a generally high standard of intelligence 
7 and culture as Athens attained has never 
rT been matched in the world’s history, and it 
F is extremely doubtful if it will ever happen 
again. Why did such a civilization perish? 
A statement said to have been made by Soc- 
rates in 353 B.C. gives the possible reason: 
fi “Politicians have strained their ingenuity to dis- 
] cover new sources of public revenue. They have 
ti continued the extraordinary taxes of war time into 

peace time, A man now has to defend himself 
against being rich as if it were the worst of crimes. 


“i Athletics have become professionalized, Philosophy 
{ has struggled to find some substitute for the Divine 
Fs commandments and the surveillance of God.” 
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This statement should be pondered by all 
our citizens, especially those entrusted with 
our government. The fate of ancient Greece, 
followed by the decline and fall of the great 
Roman empire, reminds us of the pessimistic 
statement of the historian Toynbee that a 
study of history shows that 21 times when a 
nation has become great enough to threaten 
to rule the world a titanic struggle has taken 
place with another strong nation or alliance 
of nations, and one of the giants was knocked 
out. Eventually, however, the victor was van- 
quished and its civilization perished. 

Gerald Johnson, in This American Peo- 
ple", takes the more optimistic view that in 
the United States “an important new factor 
is present, and, because of its presence, those 
prophets are in error who hold that we are 
irrevocably doomed to follow the course of 
all the fallen empires of history.” 

The new factor, Mr. Johnson says, is de- 
scribed in the Declaration of Independence 
in the phrase, “to secure these rights govern- 
ments are instituted.” “The rights referred 
to are life, liberty, and the pursuit of happi- 
ness, individual rights that cannot be con- 
ferred on a business corporation, a religious 
sect, or a political party.”” Because the United 
States is the only great country the govern- 
ment of which was founded for the specific 
purpose of protecting the rights of the indi- 
vidual, Mr. Johnson thinks that “it is reason- 
able to suppose that it will make some dif- 
ference and it is conceivable that it might 
change the whole pattern.” 

Dean Clarence Manion, in his little classic 
The Key to Peace, quotes the same sentences 
from the Declaration of Independence and 
says: “Here is the distilled essence of Ameri- 
canism . . . The American Revolution turn- 
ed directly away from collectivism and to- 
ward the basic integrity of the individual 
man.” 

With the history of the past to warn us, 
it is no wonder that so many responsible 
United States citizens are becoming greatly 
concerned over the growing tendency of our 
Federal government to usurp more and more 
of the rights of the individual citizen. When 
our President uses the subterfuge of a na- 
tional emergency to seize and operate the 
steel mills, and then tells a press conference 
that he also has the right to control the press 
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and the radio, it is high time for the voters 
of our country to begin to ask of our candi- 
dates for office where they stand on the 
matter of protecting the rights of the indi- 
vidual. It is as true as trite that eternal 
vigilance is the price of liberty. 

35 Johnson, G. W.: This American People, New York, Harper 

& Brothers, 1951. 


HIGHWAYS MORE DEADLY THAN 
BATTLEFIELDS 


An editorial in the New York State Jour- 
nal of Medicine for April 1 is so full of food 
for thought that it is reprinted in its entirety, 
for the thoughtful consideration of readers 
of this journal. 

* * 

As of September 4, 1951, there was re- 
corded the millionth death, in Korea, from 
war causes among our military forces “since 
the first Minute Man fell in the Battle of 
Lexington on April 19, 1775. Between the 
dates of these two battle deaths there has 
elapsed a period of one hundred seventy- 
six years and nineteen weeks. During that 
time a state of war existed for about thirty 
years.”' One is tempted to speculate, while 
on this grisly subject, concerning the rela- 
tive inefficiency of military mayhem when 
contrasted with the motor vehicle as a weap- 
on of destruction. 

Less than fifty-two years ago, says the 
Military Surgeon, a New York man stepped 
off a street car into the path of an automo- 
bile and became the first fatality from such 
a cause. The millionth traffic death occurred 
on December 22, 1951, less than four months 
after the historic military fatality in Korea. 
For several recent years a round number 
of 100 deaths a day has been maintained, 
approximately 35,000 a year. In the period 
January to November, 1951, the rate per 
100,000 from enemy action was 6.3, from 
motor vehicles 15.4." 

It is little consolation to note that since 
the end of World War II our population has 
increased by about 15,800,000 to a total of 
155,800,000 at the end of 1951. If nothing 
effective is done to reduce the highway holo- 
caust, the above increase simply indicates 
more potential victims and more senseless 
waste of human resources. 

We are made aware by the National Safety 
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Council through its surveys that the princi- 
pal causes of traffic accidents are speeding, 
drinking and driving, driving on the wrong 
side of the road, and failure to respect the 
right of way. Publication of the causes does 
little to reduce the occurrences. Highway 
bloodshed takes place as scattered incidents 
and does not arouse public indignation. 


Education for safe driving may be of some 
use, but so far comparatively little has been 
done. The Military Surgeon proposes chang- 
ing the mechanism of all our motor vehicles 
so that no greater speed than fifty miles an 
hour can be made. It is a suggestion with 
which we can agree, adding a further plea 
for moderation in the use of alcohol. Per- 
haps eventually we can reduce our highway 
fatalities at least to the level of our battle- 
field casualties. 


1 Mil. Surgeon 11:135 (Feb.) 1952. 
2 Statist. Bull, Metrop. Life Insur. Co., December, 1951. 
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DIETETIC PONCE DE LEONS 


Ponce de Leon, the Spaniard who died in 
1621 at the age of 61, was born almost 500 
years too soon. According to a full-page 
advertisement in the Book Review section 
of the New York Times, Ponce de Leon’s 
ambition might have been realized had he 
lived to this good day. According to the ad- 
vertisement, “By merely changing your diet 
to the sensible, enjoyable meals LELORD 
KORDEL describes in this new book, you 
can stop the aging process in its tracks— 
and reverse it!” (Italics in the advertise- 
ment.) The title of the book is, quite appro- 
priately, Eat and Grow Younger. 

It is possible that Mr. Lelord Kordel was 
stimulated to write his book by the success 
of Mr. Gayelord Hauser’s Look Younger, 
Live Longer, which was for many months 
a best seller, and which was abstracted in 
the Reader’s Digest. Mr. Hauser, according 
to the Digest foreword, is “author of half 
a dozen books on nutrition” and “an inter- 
nationally known lecturer.” Mr. Kordel is 
described in the Times advertisement as a 
“famous American authority on _ better 
health and nutrition” who “has worked in 
chemistry since his early youth.” 

The critical reader may wonder why nei- 
ther of these famous nutrition experts is 


| 
( 
- | 
| 
~ 
) 
) 
| 
: 
' 
ip 
. 
j 
\ 


256 


listed in Who’s Who in America or in the 
American Men of Science. The omission 
could really be a tribute to them both: by 
following the dietary advice they have given 
others, they may have retarded their own 
aging process so much that they can not yet 
be recognized as mature men. After all, 
there are few child prodigies in either Who’s 
Who or American Men of Science. 


* * * 


COMPULSORY MEDICINE IN GREAT 
BRITAIN 


To Dr. Hubert Royster this journal is in- 
debted for a clipping from the Savannah, 
Georgia, Morning News, which offers an in- 
teresting comment on the British National 
Health Service. According to this article, 
British doctors have asked the government 
to fine those who do not take the pills pre- 
scribed for them. Their reasoning is that if 
it is the government’s duty to protect the 
people’s health, this duty is shirked if the 
government does not require the people to 
take the medicine prescribed for them in 
order to maintain their health—even though 
such regulation would interfere with the 
custom now said to be prevalent in Great 
Britain of trading prescriptions for lipstick 
or cosmetics or shaving cream or other booty. 


The suggestion was made by the Morning 
News that the patient be required to take 
the pills back to the doctor’s office and swal- 
low them in his presence. An alternate plan 

4 ” 
suggested was to have a “‘pill-taker-watcher 
to see that the medicine was swallowed ac- 
cording to directions. 

The article ends with this logical conclu- 
sion: 

“The one clear fact that stands out in this whole 
matter is that when people depend upon their gov- 
ernment for their pills, they must swallow whatever 
pills the government gives them—and this is true 
not only in socialized medicine but in federal aid to 
education and in subsidized agriculture and in price 
control and in every other field in which the govern- 
ment takes over the responsibility which the people 
should retain in their own hands, Let’s remember 


that fact.” 


A PSYCHIATRIST LOOKS AT MASS 
MEDICAL EDUCATION 


In the Pennsylvania Medical Journal for 
April, Dr. Max H. Weinberg, who admits 
that he has been in medical practice for 40 
years, looks at cancer propaganda from the 
viewpoint of the psychiatrist’. His editorial 
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is based upon a study of 60 physicians ad- 
mitted to two hospitals suffering from can- 
cer), Thirty of the 60 had metastases when 
admitted, and 13 were deemed inoperable 
when admitted. 

Dr. Weinberg takes the stand that “a great 
deal of the effort that is being expended in 
so-called adult or mass education is as good 
as wasted . . . it merely tends to upset the 
unstable and the neurotic elements, whereas 
the sound elements of the population are in- 
clined to ‘take a chance’ until they become 
seriously sick or handicapped.” 

Dr. Weinberg questions “whether the at- 
tempt at mass education . . . is not a waste 
of time, money, and effort, and whether it 
is not even an upsetting factor to at least the 
neurotic element in the community.” He him- 
self “is convinced that this is the case and 
the opinion is offered that physicians at least 
should not encourage so readily the forma- 
tion of these organizations, let alone take 
active part in them.” 

Dr. Weinberg’s views may be considered 
somewhat heretical nowadays—but doubtless 
many physicians who have had to spend 
much precious time in trying to convince 
numerous impressionable individuals that 
they do not have cancer will agree with him. 
A cancerphobia may be harder to eradicate 


than a cancer. 
1. Weinberg, M. H.: Mass Medical Education is Useless, 
Pennsylvania Medical Journal 55:337 (April) 1952. 


2. Byrd, B. F.: Fatal Pause in Diagnosis of Neoplastic Dis- 
ease in Physician-Patient, J.A.M.A, 24:147 (Nov.) 1951. 
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DR. BRODIE C. NALLE 


Dr. Brodie C. Nalle of Charlotte died on 
February 13 of coronary thrombosis, four 
and a half years after he had been disabled 
by cerebral thrombosis with hemiplegia. Dr. 
Nalle was a pioneer in group practice in 
North Carolina. After 16 years of general 
practice, he formed a partnership with three 
younger doctors, and from this the present 
Nalle clinic developed. Dr. Nalle began limit- 
ing his practice to Obstetrics and Gynecol- 
ogy, and was certified by the American 
Board in 1939. He was a leading spirit in 
building the Charlotte Memorial Hospital 
and was its first Chief of Staff. His memory 
will long be kept green in North Carolina 
medical circles, 
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PUBLIC RELATIONS 


DIAGNOSING YOUR PUBLIC 
RELATIONS 


LAWRENCE W. REMBER* 


Sir William Osler said: “Let a patient talk 
long enough and he will give you the diag- 
nosis.” 

This principle and approach is as soundly 
applicable to doctors in the diagnosis of their 
public relations ills as of their patients’ 
bodily ills. 

Doctors and their county medical societies 
have applied the Osler technique—which in- 
cidentally is also the Gallup, Roper, Robin- 
son opinion survey technique —in Decatur 
(Illinois), Toledo (Ohio), Oakland (Cali- 
fornia), Utica (New York), and Charlotte 
(North Carolina). In doing so, they have 
come up with some very revealing answers 
as to how medical men rate with their 
patients. 

The results of the five surveys mentioned 
teach many lessons to medical men and medi- 
cal societies seeking to improve medical serv- 
ice and public relations in their own com- 
munities. The results apply even closer home 
—to doctors’ own offices and their very 
personalities. 

It is not necessary to go into the details 
of each of the five surveys to get the picture 
of where doctors stand in their public rela- 
tions. The findings of the Decatur survey 
conducted by the American Medical Associa- 
tion at the request of the Macon County 
Medical Society have been so astonishingly 
borne out by the other surveys mentioned 
that a case history analysis of it suggests 
reasonably well what parts of your public 


relations clothes are in fine durable shape - 


and what parts need mending or replacing. 

The Charlotte study, sponsored by the 
Mecklenburg County Medical Society, will, 
of course, pinpoint the percentages more 
closely as they apply to North Carolina and 
will supply answers to certain questions not 
asked in the other surveys. 

Here are what the Decatur survey shows 
are the public relations strengths and weak- 
nesses of doctors, their medical societies, and 
the health care which patients are receiving: 

The purpose of the first basic question 
area was to find out to what extent medical 


*Director of Public Relations Field Service, American Medical 
Association. 
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care was available. The results showed that 
91 per cent of the representative sample in- 
terviewed had a family doctor. Eighty-nine 
per cent had occasion to see their doctor at 
least once within the year. Seventy-five per 
cent had used a specialist. Of these, 39 per 
cent did so on the recommendation of their 
family doctor, and 36 per cent selected spe- 
cialists of their own choice, or upon the 
recommendation of their friends, acquaint- 
ances, or by other means. 

EKighty-eight per cent of the families ex- 
pressing an opinion said that they were able 
to get a doctor to make a house call any time 
of the day or night when they needed him. 
Another 4 per cent said they could get him 
sometimes. There was a high correlation be- 
tween those who said that they had a family 
doctor and those who said that they were 
able to get a doctor when they needed one. 

The results showed that 63 per cent of 
the doctors respond to a home call immedi- 
ately; and that 29 per cent respond within 
a short time. Only 8 per cent came after a 
long delay. One man enthusiastically said of 
his doctor: “He comes as soon as he can pull 
his pants over his pajamas.” 

The purpose of the second basic question 
area was to find out how the people felt about 
the cost of their medical, hospital, and drug 
care. Twenty-nine per cent of the people 
thought that surgical bills were too high, but 
only 12 per cent thought that office call and 
home call charges were too high. Forty-three 
and one-half per cent felt that hospital and 
drug bills were too high. 

Forty-four per cent of those surveyed did 
not express an opinion on the cost of sur- 
gery, many saying that they had never had 
an operation. One out of every 14 persons 
volunteered the comment that he had never 
been hospitalized. 

The purpose of the third basic question 
area was to find out what the people thought 
about the quality of their medical, surgical, 
hospital, and nursing care. Surgical care got 
over twice as many “excellent” votes as did 
hospital care or nursing care (51 to 21.5 per 
cent), and nearly half again as many as 
medical care ((51 to 38 per cent). Surgical 
care received 3 per cent “poor” votes, how- 
ever, to none for medical care. 

Hospital care and nursing care also fared 
the worst on the combined “fair” and “poor” 
votes, receiving almost three times as many 
as medical care (26.5 to 9 per cent), and 
over twice as many as surgical care (26.5 to 
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10 per cent). “Good” votes made up the re- 
maining percentages. 

The purpose of the fourth basic question 
area was to find out how many persons went 
out of town for medical care, and where, for 
what, and why. Seventy-nine per cent obtain 
their medical care entirely in Macon County. 
The 21 per cent who go elsewhere do so to 
see specialists or clinics primarily, and then 
only occasionally, as revealed by the “for 
what” and “why” answers. 

Eighteen cities in all were named by the 
63 out of 300 persons who reported that they 
had gone out of town for medical care. 
Twenty-five different ailments were men- 
tioned as the cause for seeking medical care 
outside of Macon County. Eye problems were 
named by 17 persons, diagnosis by 12, sur- 
gery by 12, allergies by 4, clinical examina- 
tions by 3, and 8 other ailments were men- 
tioned one or two times each. 

Six primary reasons were given for going 
out of town. Nineteen said going elsewhere 
was recommended by their Macon County 
doctor; 15 said that they knew the out-of- 
town doctor; 10 said they wanted a double- 
check; 8 said that there were better facilities 
elsewhere; 5 said their family made the 
recommendation; and 4 said their friends 
recommended the out-of-town doctor or 
clinic. 

The purpose of the fifth basic question 
area was to find out what patients thought 
of their experiences in doctors’ offices. 
Ninety-six per cent of the people thought 
that the secretaries, nurses, and technicians 
in their doctors’ offices were courteous, and 
many added the word “very.” The waiting 
time in doctors’ offices did not fare so well. 
Only 78 per cent said that it was reasonable, 
and a number of these said it was “reason- 
able” only because “With the large number 
of patients my doctor has, I don’t know what 
he can do about it.”” A number voting “rea- 
sonable” commented that their doctor “made 
appointments.” 

Ninety-three per cent felt that their own 
doctor had a personal interest in them. They 
were less sure that other doctors had a per- 
sonal interest in their patients as individuals 
and as people. One person expressed the high 
favorable statistic well when she said: “I 
wouldn’t go to a doctor unless he was inter- 
ested in me.” 

The purpose of the sixth basic question 
area was to find out how many people were 
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protected by prepaid hospital and medical 
care insurance, and whether they liked what 
they had. Eighty-one per cent of the families 
had some form of hospitalization insurance. 
A number of these also had some insurance 
for surgical bills and, to a much lesser de- 
gree, for medical bills. Eighty-four per cent 
of those having health insurance were satis- 
fied with the policies they had. 

Health bill protection consisted of non- 
profit and commercial group and individual 
policies for hospitalization and surgical care, 
health and accident policies, and veterans 
and church policies. Of the 19 per cent who 
did not have health policies, only 3/10 of 1 
per cent did not know of their existence. 

The purpose of the seventh basic question 
area was to find out what the people thought 
about doctors as citizens and as persons. 
Seventy-two per cent thought that their loca! 
doctors were much interested in making their 
community a better place to live. Twenty- 
two per cent said they were moderately in- 
terested. Six per cent said they were not 
interested. 

Macon County citizens were asked: ‘Do 
you like doctors as people?” Ninety-four per 
cent said “yes.”” When the question “Would 
you like to change them?” was put, however, 
29 per cent said they would do some remodel- 
ing. They mentioned most often that they 
would like doctors “less egotistical and inde- 
pendent,” “less vague and more frank in 
explaining what was wrong,” “less hurried 
in their examination and treatment,” “less 
serious and less cold,” “‘with more commun- 
ity interest,” and “less autocratic.” 

The purpose of the eighth basic question 
area was to find out what the people knew 
about the Macon County Medical Society, 
and whether they felt favorably or unfavor- 
ably toward it as an organization. Almost 
two thirds, or 64 per cent, of those inter- 
viewed were unable to name a single public 
service, or community service activity, of 
the Macon County Medical Society with 
which they were familiar. Fifty-five per cent 
said that they had not heard of the society 
or did not know enough to express an opin- 
ion about it. One woman said: “I’ve just been 
here six months. I came from France.”’ She 
knew as much, or as little, about the local 
county society as many who had lived in 
Decatur and surrounding area a lifetime. 

Of the 45 per cent who had an opinion 
about the Macon County Society, 89 per cent 
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said they thought favorably of it. Three per 
cent had a mixed attitude. Eight per cent 
felt unfavorably. 

The purpose of the ninth basic question 
area was to find out what the people knew 
about the American Medical Association, and 
whether they felt favorably or unfavorably 
toward it as an organization. Eighty-two 
per cent had heard about the A.M.A. Almost 
half, or 47 per cent, however, said that they 
did not know enough about it to form an 
opinion. Of those expressing an opinion, 82 
per cent felt favorably toward the A.M.A. 
Three per cent said they were neutral. Fif- 
teen per cent said they felt unfavorably. 

Analyzing the nine basic question areas as 
a whole, the medical profession can take 
justifiable pride in the many favorable re- 
sponses. Percentages of approval running 
from 94 per cent to 71 per cent on the ques- 
tions dealing with medical care, doctor, and 
doctor organization constitute a fine endorse- 
ment which another profession or trade or 
industry—and certainly government—would 
find difficult to equal. 

It would be most unfortunate, however, if 
the high endorsement which the people of 
Decatur and Macon County expressed on 
most of the questions in this survey were to 
blot out the needs and opportunities for im- 
provement of medical service and medical 
public relations which this survey also re- 
veals. 


The statistical answers show that on the 
16 questions dealing solely with medical and 
surgical care, doctors, and medical societies, 
percentages of disapproval ranged from 5.8 
per cent to 29.1 per cent. Seven percentages 
of disapproval, by those expressing an opin- 
ion, were under 10 per cent; six were in the 
10 to 20 per cent grouping; and three were 
in the more than 20 per cent classification. 


This is what happens when percentages of 
disapproval, by those interviewed, are trans- 
lated into the 70,000 adults who live in 
Macon County: 


@ 3,300 adults in the county feel that the doctors 
have no interest in their community. 

@ 5,000 adults can’t get a doctor in the county 
to make a house call. 

@ 5,100 adults feel that the quality of surgical 
care is fair or poor, and 6,400 adults feel that 
the quality of medical care is only fair. 
7,000 adults in the county think that home call 
charges are too high, and 7,700 believe that 
office call charges are too high. 

11,200 adults in the county feel that surgical 
fees are too high. 
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@ 15,400 adults in the county feel that waiting 
time in their doctors’ offices is unreasonable. 


@ 19,000 adults would like to change doctors as 
people. 

@ 38,500 adults in the county do not know any- 
thing about the Macon County Medical Society, 
or do not know enough about it as a function- 
ing organization, to express an opinion. 

Although on every question the percentage 
of complaint was in the minority, it is this 
minority that can make the noise of a trum- 
pet. It is this minority that needs to be re- 
duced, and, if humanly possible, eliminated 
to the 4 per cent that surveyists have found 
gripe about everything. 

Part of the job is one of public education. 
Part of the job is one of correction within 
the profession. These should go hand in hand 
for most effective results. 
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JAMES WALKER MEMORIAL HOSPITAL 
POSTGRADUATE PROGRAM 


The 1952-1953 program of year-round postgradu- 
ate medical education at James Walker Memorial 
Hospital in Wilmington has been announced, The 
program of visiting chiefs is designed to bring to 
the hospital and to the physicians of southeastern 
North Carolina eminent teachers and leaders in the 
medical profession. Licensed physicians and medi- 
cal students are cordially invited to attend the daily 
conferences held from 5 to 6 p.m., and the clinico- 
pathologic conference held each Wednesday at 7:30 
p.m. No registration fee is required, but all physi- 
cians residing outside New Hanover County are re- 
quested to register at the information desk in the 
lobby of the James Memorial Hospital. The pro- 
gram is as follows: 

Visiting Chiefs, 1952-1953 
July 1-4, 1952 
Dr. George T. Harrell, Professor of Internal 
Medicine and Director of the Department, Bow- 
man Gray School of Medicine, Winston-Salem 
August 19-22, 1952 
Dr. R. L. Sanders, Professor of Surgery, Uni- 
versity of Tennessee, College of Medicine, Mem- 
phis 
September 9-12, 1952 
Dr. Robert Lawson, Director of the Department 
of Pediatrics, Bowman Gray School of Medicine, 
Winston-Salem 
October 7-10, 1952 
Dr, Richard W. TeLinde, Professor of Gynecol- 
ogy, Johns Hopkins University, and Chief Gyne- 
cologist, Johns Hopkins Hospital, Baltimore 
November 4-7, 1952 
Dr. Charles C. Lund, Assistant Clinical Pro- 
fessor of Surgery, Harvard Medical Schbdol, 
Boston 
December 2-5, 1952 
Dr. Bradley L, Coley, Assistant Professor of 
Clinical Surgery, Cornell University Medical 
College, New York 
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January 6-9, 1953 
Dr, Nathan A. Womack, Professor of Surgery, 
University of North Carolina School of Medi- 
cine, Chapel Hill 

February 10-13, 1953 
Dr. Charles H. Burnett, Professor of Medicine, 
University of North Carolina School of Medi- 
cine, Chapel Hill 

March 3-6, 1953 
Dr. Frederick L. Good, Surgeon-in-Chief, Gyne- 
cology and Obstetrics, Boston City Hospital, 
and Emeritus Professor of Obstetrics, Tufts 
College Medical School, Boston 

April 7-10, 1953 
Dr. Wilburt C. Davison, Dean, Duke University 
School of Medicine, Durham, and Professor of 
Pediatrics 

May 5-8, 1953 
Dr. Gordon P. MeNeer, Associate Attending 
Surgeon, Memorial Hospital for the Treatment 
of Cancer and Allied Diseases, and Consultant 
in Gastroscopy at Roosevelt Hospital, New York 

June 2-5, 1953 
Dr. Austin I. Dodson, Professor of Urology, 
Medical College of Virginia, Richmond 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The newest wing on the Duke Medical Research 
building has now been completed, and research 
teams and other medical units are moving in, ac- 
cording to an announcement by Dr. W. C. Davison, 
dean of the Duke medical school. 

The new cancer and heart research wing, con- 
structed with a $200,000 grant from the National 
Cancer Institute of the U. S. Public Health Service, 
$44,000 from the National Heart Institute of the 
U. S. Public Health Service, and $150,000 from Duke 
University, completes the basic ‘“H-shaped” struc- 
ture of the building. 

The research unit has just been named the “W. B. 
Bell Medical Research Building,” in honor of the 
late W. B. Bell, president of the American Cyana- 
mid Company. Bell, who died in 1950, was a trustee 
of the Duke Endowment. 

Medical units to be transferred to the new area 
will be most of the Department of Biochemistry 
and Nutrition, except laboratory teaching facilities, 
and parts of the bacteriology group, including the 
Duke Fungus Registry. 

Also making the move, after 22 years in the 
medical school, will be Dr, Davison. His new quar- 
ters will be located in the west part of the wing. 

Other research projects now housed there include 
the Division of Experimental Surgery, virus re- 
search team, high altitude research chamber, work 
with endocrine studies, blood investigations, and 
several others. 

The move is expected to be complete within the 
next few weeks. Meanwhile, allocations for space 
vacated in Duke Hospital and the Medical School 
are still indefinite. However, certain areas will be 
filled with psychiatry offices, hematology, x-ray, 
electrocardiography, and surgery. 

“This move has been made primarily because of 
the building’s mid-way location between Duke and 
the new Veterans Administration Hospital now un- 
der construction,” Dean Davison said. 

A group of Duke doctors, the Dean’s Committee, 
will aid the professional program of the VA Hos- 
pital. 


* * 
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Some 65 members of the Southern Neurosurgical 
Society held their annual meeting at Duke Univer- 
sity, April 11-12. 

The Neurosurgical Division of Duke Hospital and 
the Duke Medical School were host for the two day 
session on current clinical and research problems 
in the Duke Engineering College Auditorium, One 
of the important papers was a report on the mod- 
ern treatment of gunshot wounds of the brain, as 
developed during the past year in the Korean cam- 
paign by Lt. Col. Arnold Meirowsky and Capt. 
Philip Dodge, An afternoon session was devoted to 
a symposium on glioblastoma multiforme, the most 
malignant brain tumor found in adults, Dr. Guy 
Odom, Duke neurosurgeon and vice president of 
the society, presented the results of 15 years of 
research studies. Among the highlights of the 
opening session was a presentation of modern mo- 
tion picture photography in audio-visual techniques 
of teaching the anatomy of the nervous system by 
Dr. J. E. Markee, chairman of the Duke Anatomy 
Department, The Friday morning session also fea- 
tured talks by Dr. Byron Bloor and Dr. Barnes 
Woodhall, Duke neurosurgeons, on vessel function 
in the monkey and in man. 

The meeting was introduced by President Dr. 
Harry Wilkins of Oklahoma City and Dr. W. C. 


Davison, dean of the Duke Medical School. 
* 


With almost 90,000 speech handicapped children 
in North Carolina’s grade school population, Duke 
Hospital and the North Carolina Cerebral Palsy 
Hospital in Durham are conducting a double-bar- 
reled program to develop better treatment methods 
for patients and to establish a diagnostic and thera- 
peutic training center for speech therapists in North 
Carolina. 

Key figures of the joint program of the two hos- 
pitals are Dr. Murray Halfond, expert on speech 
disorders; Dr. Lenox D. Baker, medical director of 
the N.C.C.P. Hospital and Duke orthopedic surgeon; 
Dr. Leslie B. Hohman, Duke neuropsychiatrist and 
psychiatric consultant at the N.C.C.P. Hospital; and 
Dr. Kenneth L. Pickrell, Duke plastic surgeon. 

From the medical recommendations of these doc- 
tors, the speech therapists at the two hospitals give 
some 500 treatments a month, In addition, many of 
the cases are treated by the doctors themselves. 
Many apparent speech problems turn out to be be- 
havior problems which are treated in the Child 
Guidance Clinic at Duke. 


* * 


Dr, Wilburt C. Davison, dean of the Duke Uni- 
versity Medical School, Dr. Wingate M. Johnson, 
professor of clinical medicine at the Bowman Gray 
School of Medicine, and Dr. Julian M. Ruffin, pro- 
fessor of medicine at Duke, were among a group 
of the nation’s outstanding medical figures who 
participated in all-day panel discussions of the 
President’s Commission on the Health Needs of the 
Nation in Washington, D. C., April 8-10. 

Dr. Davison and Dr, Johnson were in a round- 
table discussion cn general medical practice, and 
Dr, Ruffin took part in a panel on the trend toward 


specialization in medicine. 


The Commission, appointed by President Truman 
last December to study the immediate and long- 
range health needs of the American people, has 
already held a series of hearings on aid to medical 
education and !ocal public health units. 


* 
The second class in premature infant care for 
public health and hospital nurses opened at the 
Duke University School of Nursing in April. This 
first North Carolina training center, sponsored by 
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the North Carolina Pediatric Society and admin- 
istered by the State Board of Health, opened at 
Duke last October. The program is designed to help 
nurses meet the special needs of premature infants 
and their families in the hospital and in the home. 

“There are now more than 8,000 premature in- 
fants born in North Carolina every year, and about 
4,000 need care at special hospital centers,” accord- 
ing to Dr. Robert J. Murphy, pediatric consultant 
to the State Board of Health. 

The course at Duke again is necessarily limited 
to six nurses under the direction of Miss Eileen 
Kiernan, formerly of New York Hospital. How- 
ever, because of demand, another class has been 
added to the schedule, to start at Duke June 2. 


NORTH CAROLINA ALCOHOLIC 
REHABILITATION PROGRAM 


Miss Jane Latham, president of the North Caro- 
lina Association of Caseworkers and member of 
the Mecklenburg County Public Welfare Depart- 
ment, will direct a seminar for North Carolina’s 
Summer Studies on Facts About Alcohol to be held 
at Chapel Hill June 9-13. 

Native of Greensboro and former resident of 
Leaksville, the Charlotte welfare worker is cur- 
rently a member of the executive board of the 
American Association of Social Workers. She will 
lead the forum topic, “The Social Agency and the 
Problem of Alcoholism.” 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


A team composed of four members of the N.C.T.A. 
staff has just completed a series of program plan- 
ning institutes held in eight sections of the state: 
Greenville, Elizabeth City, Fayetteville, Hickory, 
Asheville, Albemarle, Durham, and Greensboro. The 
institutes were planned to bring together those per- 
sons and agencies in a community interested in 
tuberculosis control, The primary objective was to 
improve the local program through joint thinking 
and planning. Agencies represented in the sessions 
incluced health departments, welfare departments, 
local medical societies, extension services, schools, 
and state and local tuberculosis associations. 

The institute register showed an attendance of 
140 persons representing 40 counties of the state. 


* * 


The first meeting of the newly formed Health 
Education Committee of the North Carolina Tuber- 
culosis Association met in Raleigh on February 20. 
Mrs. Ruth R. Pretlow, chairman, pointed out that 
the purpose of the committee was “to study the 
ways and means of coordinating health education 
in the state, and to suggest ways in which the tu- 
berculosis association could more effectively meet 
the needs of the state in health education.” 


EIGHTH DISTRICT MEDICAL SOCIETY 


The Eighth District Medical Society met at the 
Jefferson Country Club, Greensboro, on April 10. 
Scientific papers were presented by the following 
physicians: Dr. C, H. Mauzy, Jr., Winston-Salem; 
Dr. Eulyss R. Troxler, Greensboro; Dr. Felda High- 
tower, Winston-Salem; and Dr. J. W. Jolley, Elkin. 

Two officials of the North Carolina State Medi- 
cal Society addressed the meeting, Mr. James T. 
Barnes, executive secretary, speaking on business 
aspects of the society, and President Fred C. Hub- 
bard on professional aspects of the organization. 
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FIFTH DISTRICT MEDICAL SOCIETY 


The Fifth District Medical Society held its an- 
nual spring meeting at Southern Pines on March 
27. Participating in the scientific program were 
Dr. Chris F. Siewers, Fayetteville; Dr. C. R. Ste- 
phen, Durham; Dr, H. Max Schiebel, Durham; and 
Dr. Jack D. Myers, Durham. Mr. Leland McKei- 
than, president of the North Carolina Bar Associa- 
tion, was speaker at the closing dinner session. 


EDGECOMBE-NASH MEDICAL SOCIETY 


Dr. J. Street Brewer, president-elect of the North 
Carolina State Medical Society, was speaker at the 
April meeting of the Edgecombe-Nash Medical So- 
ciety. He discussed the North Carolina State Soci- 
ety, the American Medical Association, and the 
service they render to the medical profession. 


CATAWBA VALLEY MEDICAL SOCIETY 


“Some Common Errors and Omissions in Obstet- 
rics and Gynecology” was the subject of a talk by 
Dr. John M. Nokes, professor of obstetrics and 
gynecology, University of Virginia School of Medi- 
cine, at the recent meeting of the Catawba Valley 
Medical Society held at Hickory, A case report was 
presented by Dr, Caldwell and Dr. Aycock of the 
Catawba General Hospital Staff. 


ForRSYTH COUNTY MEDICAL SOCIETY 
Dr. Frank B. Walsh of the Johns Hopkins Uni- 


versity Wilmer Institute was speaker at the April 
meeting of the Forsyth County Medical Society 
held in Winston-Salem. His subject was “Some Re- 
cent Ophthalmological Contributions to the Diag- 
nosis of Systemic Diseases.” 


SOUTHERN PEDIATRIC SEMINAR 


The 1952 session of the Southern Pediatric Semi- 
nar will be held in Saluda from July 14 through 
July 26. This is the thirty-first annual session of 
this institution, which has become one of the out- 
standing postgraduate courses in pediatrics in the 
country. Following the plan which was put into 
effect last year, there will be an additional week 
(July 28 through August 2) devoted to the study of 
obstetric and gynecologic problems. 

The seminar was established and is maintained 
for the benefit of the general practitioner, Outstand- 
ing teachers and clinicians from the various south- 
ern states come at their own exvense to give lec- 
tures, clinics, clinicepathologic conferences, and 
demonstrations. The meetings are of an informal 
nature, and there is ample time to present special 
subjects and questions for discussion. Many of the 
physicians bring their wives and families with them 
and make the occasion a joint period of study and 
vacation. 

The seminar course is fully accredited for post- 
graduate requirements in the Academy of General 
Practice. 

Those desiring further information should write 
to Dr. D. L. Smith, Registrar, 187 Oakland Avenue, 
Spartanburg, South Carolina. 


EMORY UNIVERSITY 


Two postgraduate courses wil, be offered next’ 
fall by the Emory University School of Medicine, 
according to an announcement by Dr. Russell H. 
Oppenheimer, director of medical postgraduate edu- 
cation at Emory. 

The courses are expected to attract about 100 
physicians each. One, on general medicine and sur- 
gery, will run the week of October 6, and the other, 
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on cardiology, the week of October 20. The first is 
open to general practitioners in the region, and 
will be given by Emory in cooperation with the 
Medical Association of Georgia and the Georgia 
chapter of the American Academy of General Prac- 
tice, 

The cardiology course will be of interest to heart 
specialists throughout the country, Dr. Oppenheimer 
declared. Guest speakers scheduled are Dr. George 
EK. Burch, professor of medicine, Tulane University 
Medical School; Dr. Richard Bing, professor of ex- 
perimental medicine and clinical investigation, Med- 
ical College of Alabama; and Dr. Eugene Stead, 
professor of medicine, Duke University Medical 
School. 


FIFTH AMERICAN CONGRESS ON OBSTETRICS 
AND GYNECOLOGY 


Three awards and three honorable mentions were 
presented to scientific exhibitors at the Fifth Amer- 
ican Congress on Obstetrics and Gynecology in Cin- 
cinnati, March 31 through April 4, sponsored by 
the American Committee on Maternal Welfare. 

First place was given to “Genital Cytology” by 
W. Kenneth Cuyler, Ph.D., Louise A. Kaufmann, 
B.A., and Bayard Carter, M.D., all of Duke Univer- 
sity School of Medicine and Hospital, Durham, 
North Carolina. It consisted of smear slides cor- 
related with the histologic findings as seen by the 
pathologist, using descriptive caption placards and 
100 microscopes. 

Proceedings of the Congress will be published in 
book form by C. V. Mosby Company by fall. Copies 
can be ordered from their office at 3207 Washing- 
ton Boulevard, St. Louis 3, Missouri. Price will be 
about the same as the last volume, of the Inter- 
national and Fourth Congress. 


AMERICAN ACADEMY OF OBSTETRICS 
AND GYNECOLOGY 


Carl P. Huber, Indianapolis, took office as presi- 
dent and Robert A. Kimbrough, Jr., Philadelphia. 
was elected president-elect of the American Acad- 
emy of Obstetrics and Gynecology at a meeting in 
Cincinnati April 1. 

The group also elected Howard C. Stearns, Port- 
land, Oregon, first vice president; E. Stewart Tay- 
lor, Denver, second vice president; and C. Paul 
Hodgkinson, Detroit, assistant secretary. They re- 
clected Ralph A. Reis, Chicago, secretary, and Her- 
bert E. Schmitz, Chicago, treasurer. 

Dr. Reis also was chosen to be editor of the 
Academy’s new journal, which will be published 
monthly starting January 1, 1953. 

The next annual meeting of the Academy will be 
held in the Palmer House, Chicago, December 15- 
17 of this year. Further information can be ob- 
tained by writing to Ralph A. Reis, Secretary, 
American Academy of Obstetrics and Gynecology, 
116 South Michigan, Chicago 3, Illinois. 


AMERICAN COMMITTEE ON 
MATERNAL WELFARE 
Frederick H. Falls, M.D., Chicago, was elected 
president of the American Committee on Maternal 
Welfare at a meeting of directors and delegates 
from member organizations in Cincinnati April 3. 
He succeeds Fred L. Adair, M.D., Maitland, Flor- 
ida, who had been president since the American 
Committee was incorporated in 1934. Dr. Adair also 
was one of the founders and key figures of the 
Joint Committee on Maternal Welfare, formed in 
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1919, which eventually broadened into the present 
organization. 

Bayard Carter, M.D., Durham, North Carolina, 
was reelected vice president. Ann Kirchner, R.N., 
Chicago, was elected secretary, and Francis Ford, 
M.D., Rochester, New York, treasurer. 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


Annual Convention of the International 
Academy of Proctology 

The International Academy of Proctology will 
hold its Fourth Annual Meeting in Chicago, June 
6, 7, and 8, at the Edgewater Beach Hotel. 2 

The first two days will be devoted to a Seminar 
presentation of papers relating to the colon and 
rectum. The entire day of June 8 will be devoted to 
a teaching film presentation of surgical techniques 
for diseases of the colon, rectum and anus. 

All physicians are cordially invited, whether or 
not affiliated with the International Academy of 
Proctology. There will be no registration fee. 


AMERICAN HEARING SOCIETY 


The American Hearing Society, Washington, D. C., 
sponsor of National Hearing Week, May 4-10, works 
closely with federal and state rehabilitation pro- 
grams in serving this nation’s individuals whose 
hearing is below par. Expressive of this cooperation 
is the following statement from Miss Mary E. Swit- 
zer, Director, Office of Vocational Rehabilitation, 
Federal Security Agency: 

“Thousands of Americans have surmounted the 
obstacle of hearing loss and are now leading pro- 
ductive, responsible, and happy lives. They are liv- 
ing testimony to the fact that the deaf and hard of 
hearing are fully as capable, talented, and effective 
as any other group of our citizens. Now, as never 
before, their talents and skills are needed in this 
country. They must not be lost to our productive 
strength simply because of misunderstandings about 
hearing loss or because we neglected to use our 
knowledge in conserving hearing.” 


SOCIETY FOR THE PREVENTION OF 
ASPHYXIAL DEATH, INC. 


A patron of the Society for the Prevention of 
Asphyxial Death, Inc., interested in making the 
causes and prevention of asphyxia better known 
among physicians of North Carolina State, has 
kindly offered to donate a copy of The Art of Re- 
suscitation, by Palual J. Flagg, M.D., to the first 
100 physicians who become members of the Society 
following the release of this information in the 
North Carolina Medical Journal. 

A reviewer for the North Carolina Medical Jour- 
nal said of this book: “The most complete and lucid 
work on this subject which has ever appeared. The 
excellent presentation of the material makes this 
one of the most interesting books which the re- 
viewer has had the privilege of reading. It should 
be required reading for all doctors.” 

The book lists for $6.00. Volumes donated will be 
autographed by Dr. Flagg. 

Physicians who wish to receive this autographed 
volume for their library are asked to apply for 
membership in the Society for the Prevention of 
Asphyxial Death, Inc., enclosing membership dues 
of $5.00. Communications should be addressed to, 
Secretary, S.P.A.D., Inc., 2 East 63 Street, N. Y. 21, 
New York. 

Dr. Chevalier Jackson in the preface to this book 
says, “To learn from this book means to save hu- 
man lives.” 
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COMMISSION ON CHRONIC ILLNESS 


Thirteen thousand persons in 4,000 families in 

Baltimore, Maryland, will be surveyed and tested in 
a study of chronic disease and the needs of the 
chronically ill to be made there by the national 
Commission on Chronic Illness, under the direction 
of Dr. Dean W. Roberts. Dr. Roberts will assume 
his new duties as staff director of the Commission 
on July 1, and the Commission’s office headquarters 
bac be moved from Chicago to Baltimore at that 
ime. 
_ Dr. Roberts and the Commission staff will begin 
in Baltimore a series of studies, planned to cover 
several years, of medical services and facilities 
needed by the chronically ill. In addition to the field 
studies in Baltimore and Hunterdon County (New 
Jersey) the Commission will report on the status 
of state and local services and facilities for the 
chronically ill. Surveys are directed to general hos- 
pitals, state health departments, state medical soci- 
eties, community welfare planning councils, nursing 
organizations, state welfare departments, and nurs- 
ing homes. 


ACADEMY-INTERNATIONAL OF MEDICINE 
Editorial Assistants—Collaborators 

A clearinghouse service on competent editorial 
assistants or collaborators to assist in the prepara- 
tion of papers for meetings, publication, or clinical 
demonstrations is being established. Technicians 
qualified to assist in editing explanatory or sound 
tract material in conjunction with professional mo- 
tion pictures are included. Information will be avail- 
able to all members of the medical profession on 
request, 

Please assist this NEW service by forwarding 
names and addresses of qualified collaborators to 
Academy-International of Medicine, 214 West Sixth 
St., Topeka, Kansas. 


UNITED CEREBRAL PALSY 


Nine significant phases of the treatment of cere- 
bral palsy were discussed by eminent physicians 
and surgeons at the third symposium which was 
conducted by the Research Council of United Cere- 
bral Palsy on Friday, March 28, at the Academy 
of Medicine, Cleveland. 

The general theme of the symposium was “Ap- 
praisal of Current Methods of Treatment of Cere- 
bral Palsy.” 


AIR RESEARCH AND DEVELOPMENT COMMAND 


The United States Air Force has published a 
technical report containing the most complete and 
authentic information available on blood and _ its 
characteristics ever assembled. 

The report, “Standard Values in Blood,” promises 
to fill a long-felt need in the medical profession. 
Information for the report was contributed by more 
leading medical authorities througheut the 
world. 

Edited by Dr. Errett C. Albritton, of the George 
Washington University Medical School, this Air 
Research and Development Command project was 
monitored for the Air Force by Dr. J. W. Heim of 
the Aero Medical Laboratory, Wright Air Develop- 
ment Center at Wright-Patterson Air Force Base. 
The report was prepared by the National Research 
Council under sponsorship of the Aero Medical 
Laboratory. 

The Air Research and Development Command re- 
port was written to furnish a ready reference man- 
ual for use by Air Force medical officers, and also 
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is authorized for distribution to other government 
agencies. The public will be able to obtain copies 
from the Office of Technical Services, Department 
of Commerce, Washington, D. C. 


DEPARTMENT OF THE ARMY 


Two hundred and sixty-five officers of the Army 
Medical Service Reserve will be ordered into active 
military service in July, the Department of the 
Army announced recently. This is in addition to the 
original call up of 290 officers made in March. 

Included in the new group are 232 physicians, 25 
dentists, and 8 veterinarians. Quotas have been as- 
signed to each of the six Army areas in the conti- 
nental United States, as well as U. S. Army, Pacific, 
and U. S. Army Caribbean. 

Appointment of 146 senior medical students for 
the Military Intern Program of the Army Medical 
Service was announced recently by Major General 
George E. Armstrong, Army Surgeon General. 

The program, scheduled to get under way July 1, 
provides that medical students, upon graduation, 
can be commissioned as first lieutenants in the Med- 
ical Corps Reserve and serve their internships in 
Army hospitals. 

* * 

Army medical research teams will begin pro- 
tracted follow-up tests March 15 on the new anti- 
malarial drug, Primaguine, among 1,000 Korean 
returnees at four installations in this country, the 
Department of the Army has announced. The ob- 
servations, to be made on volunteer subjects who 
were exposed to malaria in Korea but have no his- 
tory of the disease, are designed to furnish con- 
clusive proof of Primaquine’s ability to prevent 
attacks of clinical malaria. 

The tests are to be conducted under the super- 
vision of Army Medical Research and Development 
Board chairman, Colonel John R. Wood, M. C.. at 
Fort Dix, New Jersey; Fort Knox, Kentucky; Fort 
Benning, Georgia, and Camp Breckenridge, Ken- 
tucky. 

Together with chloroquine, the malaria suppress- 
ant, Primaquine has been routinely administered to 
troops returning from Korea by water since Decem- 
her, 1951. Men selected for the new follow-up tests 
returned to this country before that time and, there- 
fore, did not receive Primaquine. 

Primaauine was first synthesized in 1945 by Dr. 
Robert Elderfield of Columbia University and later 
tested under the auspices of the Public Health Serv- 
ice at Christ Hospital, Cincinnati. Human toxicity 
studies and clinical investigations have been in pro- 
gress among prisoner volunteers in Stateville Pris- 
on, Joliet. Illinois, by Dr. Alf S. Alving of the Uni- 
versity of Chicago since 1948. 


VETERANS ADMINISTRATION 


The two top medical advisory groups to the Vet- 
erans Administration, consisting of 43 of the na- 
tion’s outstanding medical, dental, nursing, and diet- 
etic authorities, have voted “full confidence” in the 
VA medical program under the direction of Ad- 
miral Joel T. Boone, chief medical director. 

The resolution was voted at the end of a two day 
joint conference of the Snecial Medical Advisory 
Group and of the Board of Chief Consultants. The 
meeting was held March 10 and 11, 1952, in Wash- 
ington, D. C., to study the details and over-all opver- 
ation of the VA medical program. It was the first 
joint conference held by these two groups. 

The joint resolution states: 

“The Special Medical Advisory Group and the 
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Board of Chief Consultants wish to convey to Ad- 
miral Joel T. Boone their appreciation of the highly 
effective manner in which he has carried out his 
responsibilities as Chief Medical Director of the 
Department of Medicine and Surgery, Veterans Ad- 
ministration, during the past year. 

“The Special Medical Advisory Group and the 
Board of Chief Consultants wish to express their 
full confidence in Admiral Boone as Chief Medical 
Director and to assure him of their wholehearted 
support of the Veterans Administration Medical 
Program under his leadership.” 

* * 


The appointment of Dr. John C. Nunemaker to 
the position of Chief of the Research Division, Re- 
search and Education Service, Department of Medi- 
cine and Surgery, in Washington, D. C., was an- 
nounced by Admiral Joel T. Boone, Chief Medical 
Director of Veterans Administration. Dr. Nune- 
maker took over his duties in March. 


* * 


The appointment of Dr. Arthur F. Abt to the 
position of director, Radioisotope Unit, which is to 
be established in the Veterans Administration Hos- 
pital now nearing completion in Durham, North 
Carolina, was announced by Admiral Joel T. Boone, 
chief medical director. Dr. Abt has been engaged 
in the private practice of pediatrics in Chicago 
where he has been attending pediatrician, Sarah 
Morris Children’s Hospital, Chicago, and consulting 
pediatrician at U. S. Naval Hospital, Great Lake, 


Illinois. 
tk 


Specialized 
LABORATORY SERVICES 
Thyroid Activity 
determined by 
SERUM PROTEIN-BOUND IODINE 
a reliable index to presence 
and course of 
Hypo and Hyper Thyroidism 
now available routinely. 

(12 ce clotted blood required) 
FLAME PHOTOMETRY 
A safeguard against 
ELECTROLYTE IMBALANCE 
by most reliable, rapid instrument. 
SODIUM, POTASSIUM AND 
CALCIUM TESTS 


(1.0 cc serum each test—24 hrs. service) 
URINE 17 KETOSTEROIDS TESTS 
Available soon— 

Micro method 25 cc required 
Containers, instructions and rates on request for 
physicians and _ hospitals. 
Airmail—Special Delivery suggested. 


Consulting Research 


SHAW LABORATORIES 


1923 14th Ave., So. 
Birmingham, Alabama 
Office Pho. 4-4733 Night Pho. 54-5960 


FEDERAL SECURITY AGENCY 


Public Health Service 

Live births in the United States last year soared 
above 3,800,000 for the second time in history, and 
topped the 1950 birth total by more than 200,000, 
according to vital statistics released recently by the 
Public Health Service. 

Moreover, the 1951 total may be an all-time high 
for the United States, the Service said. 

The number of children born in 1951 was esti- 
mated at 3,833,000 as compared with the 3,818,000 
born in 1947, the previous record year. Because of 
the small difference between the two figures, it is 
necessary to wait for final data for 1951 before de- 
+7 gage whether 1951 is definitely the all-time 

igh. 

The annual birth rate for 1951, based on regis- 
tered births alone, rose to 24.5 per thousand popula- 
tion, an increase of 4.3 per cent over 1950. 

A fall in the infant mortality rate, which dropped 
for the fifteenth straight year, also helped to swell 
the 1951 addition to the infant population. Infant 
deaths last year occurred at the rate of 28.8 per 
thousand live births, contrasted with a rate of 47.4 
in 1940 and 64.8 in 1930. 

The over-all death rate, 9.7 per thousand popula- 
tion, showed virtually no change from 1950. The 
mortality level has now been below 10 deaths per 
thousand population for four years in a row. 

(BULLETIN BOARD CONTINUED ON PAGE 268) 


Lilly Reduces Penicillin Prices 

Eli Lilly and Company of Indianapolis announced 
a substantial reduction in the price of penicillin on 
March 26, 1952. The reductions ranged from 10 to 
38 per cent on various forms of the drug, with the 
average a healthy 25 per cent. 

This is the second time in the last three months 
that Lilly’s has lowered the price of penicillin. 

Striking improvements in production methods are 
chiefly responsible for the continuing downward 
trend of prices, Little more than 10 years ago, peni- 
cillin cost about 80 times the price today. In addi- 
tion, improved forms of the drug are 10 times as 
potent and last six times as long as the old product. 


Eli Lilly and Company Aids Flood Victims 

Eli Lilly and Company, in accordance with its 
long-established policy, is replacing all Lilly pro- 
ducts in pharmacies and hospitals ravaged by the 
flood in the Missouri and Mississippi River Valleys. 
Lilly representatives in a dozen states, from Mon- 
tana to Missouri, have been directed to make the 
replacement of flood-damaged Lilly pharmaceuticals 
and biologicals their first order of business. Eli 
Lilly and Company has been replacing stocks dam- 
aged by uninsurable hazards as far back as the 
1906 San Francisco disaster. 

Along with the replacement of stocks, the Lilly 
company maintains a reserve supply of typhoid 
vaccine and other biological products which is kept 
ready for fast shipment during disasters. The ship- 
ping personnel of the company stands by twenty- 
four hours a day. 

As the flood waters recede, the replacement of 
normal stocks will be made as fast as drug stores, 
hospitals, and wholesale druggists reopen their 
doors. In the event of a threat of an epidemic, how- 
ever, needed drugs are shipped directly to the af- 
fected area by the fastest possible means of trans- 
portation. 
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AUXILIARY 


Inu Memoriam 


MRS. MINNETTE CHAPMAN DUFFY 
1882 — 1951 


Our beloved member, Minnette Chapman Duffy, 
has been called from our midst by our Heavenly 
Father, to the Land of peace, love and beauty. She 
was born near Knoxville, Tennessee, February 20, 
1882, and passed away in New Bern, October 1, 
1951, after a prolonged illness. She was quiet, sin- 
cere, and was devoted to her church, her loved ones, 
and her friends. 

Minnette was a wonderful citizen, and her mem- 
ory will ever be a bright inspiration to our Auxil- 
jary. 

We, the members of the Auxiliary to the Craven 
County Medical Society, wish to express our sincere 
sympathy to her family and her many friends. 

Therefore, be it resolved, that in appreciation of 
her consecrated life of devoted service, this tribute 
of love and respect, be entered in the records of 
this Auxiliary, and that a copy be sent to the North 
Carolina Medical Journal, and to the family. 

RUTH H. BARKER—Past President 
Mrs. C. B. Barker, 711 Broad St., 
New Bern, N. C. 


MRS. J. B. WHITTINGTON 


In January of 1952 the Auxiliary of the Forsyth 
County Medical Society suffered the loss of one of 
its members in the death of Mrs. J. B. Whittington 
of Winston-Salem. Mrs. Whittington was affection- 
ately known by those closest to her as “Ma.” She 
will long be remembered by the nurses and resident 
staff of City Memorial Hospital for her counseling. 
Her generous contribution of flowers at the hospital 
and, on occasion, for the medical auxiliary was a 
great help to these groups. Even during the long 
months of her last illness her kind thoughtfulness 
of those about her was still present. 


_ To live in hearts we leave behind is not to die— 
it is the continuation of life. It is immortality. 


MRS. BERTHA KAFER DUFFY 
1879 — 1952 


We, the members of the Auxiliary to the Craven 
County Medical Society, wish to express our deep 
sense of loss in the passing of one of our most be- 
loved members, Mrs. Bertha Kafer Duffy, who was 
born in Wormz, Germany, October 7, 1879, and who 
passed away in New Bern, January 28, 1952. 

_ Bertha was quiet, sincere, and gentle in disposi- 
tion, and was devoted to every interest of her 
church, her clubs, her loved ones, and her friends. 
Her strong Christian character and her life of 
splendid loving service inspire us to live better, 
more useful lives of devotion to our society, our 
church, and our Heavenly Father. 

Our love and sympathy go out to her family and 
her many friends. 

Therefore, be it resolved, that in appreciation of 
her consecrated life of devoted service, this tribute 
of love and respect, be entered in the records of 
this Auxiliary, and that a copy be sent to the North 
Carolina Medical Journal, and to the family. 

MRS. C. S. BARKER, Past President 
New Bern 
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BOOK REVIEWS 


Rheumatic Diseases. By the Committee on 
Publications of the American Rheumatism 
Association, Charles H. Slocumb, M.D., 
Chairman, 449 pages. Price, $12.00. Phila- 
delphia: W. B. Saunders Company, 1952. 


This new book presents a comprehensive, well 
integrated, up-to-date review of authoritative in- 
ternational opinion on the rheumatic diseases. The 
material has been prepared by the Committee on 
Publications of the American Rheumatism Associ- 
ation from papers and discussions given at the 
Seventh International Congress on Rheumatic Dis- 
eases. 

This volume includes the current thought of 196 
contributors on all phases of this group of dis- 
eases. The discussants review important fundamen- 
tal studies related to etiology, putlesinaie physiology, 
and biochemistry; they present the natural history 
of each disease; they evaluate methods of diagnosis, 
treatment, and prevention; and they point out the 
importance of rehabilitation and speciality integra- 
tion in the total program of patient care. 

This book should be of value to any student of 
disease, as it crystallizes present opinion in a rap- 
idly changing and incompletely understood area of 
medicine. 


Surgical Practice of the Lahey Clinic. By 
Members of the Staff of the Lahey Clinic, 
Boston. 1014 pages, 784 illustrations. Price, 
$15.00. Philadelphia and London: W. B. 
Saunders Company, 1951. 


This volume dealing with the surgical practice of 
the Lahey Clinic is indirectly referred to by Dr. 
Frank H. Lahey as the second such volume, The 
publication is in reality an entirely new book and 
different from the first volume which was published 
ten years ago. Most of the publication is a compila- 
tion of recent articles by the staff members of the 
Lahey Clinic. 

The results of clinical research at the Clinic, based 
on studious observation of pre-operative and post- 
operative care and relatively standardized opera- 
tive procedures, pervade the work. That plan of 
presentation interests the practitioner of surgery, 
the teacher, and the clinical research investigator. 
Medical students and surgeons in training would 
find the work less valuable and would use it prin- 
cipally as a reference for special surgical tech- 
niques. 

Improvements in handling many old problems in 
surgery are presented, and new techniques in medi- 
cal therapy and surgery are discussed, The informa- 
tion gained from the wide experience of this large 
group of clinicians is a valuable contribution to the 
surgical literature, but it is not presented as a com- 
plete textbook on surgery. 


Electroencephalography in Clinical Prac- 
tice. By Robert S. Schwab, M.D., Director 
of the Brain Wave Laboratory, Massachu- 
setts General Hospital, and Associate in 
Neurology, Harvard Medical School. 195 
pages with 106 figures. Price, $6.50. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1951. 


This volume is an extremely brief summary of 
electroencephalography intended to present the ba- 
sic principles of its use, the application of the tech- 
nique, its assets, and its liabilities. Emphasis is put 
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on the validity of the results, the frequency with 
which positive or negative findings are to be antici- 
pated in various conditions, and the advantages and 
limitations in each application. 

The volume presents first the details of basic 
physiology underlying electroencephalography. This 
is followed by a section covering the characteristics 
of the normal electroencephalogram and the criteria 
of abnormalities. There is a section dealing with 
the findings in epilepsy in other neurologic and 
neurosurgical diseases, and in psychiatry. Finally, 
there is the discussion of the technique of recording, 
the organization of the laboratory, and the methods 
of interpretation of records. The book is well writ- 
ten, concise, and accurate. It is a useful introduc- 
tion for anyone interested in learning the uses and 
applications of this new technique. 


The Serpent-Wreathed Staff. By Alice Tis- 
dale Hobart. 402 pages. Price, $3.50. New 
York and Indianapolis: Bobbs-Merrill Com- 
pany, Inc., 1951. 

If Mrs. Alice Tisdale Hobart had managed to 
devise a suitable ending for her 402-page novel, 
The Serpent-Wreathed Staff, about 60 pages sooner 
than she did, a tolerant critic would be able to say 
that she had written a faulty but highly interesting 
story of human conflicts and loyalties. Unfortun- 
ately, however, the latter part of the book degener- 
ates swiftly and recklessly into an amazing propa- 
ganda piece for national compulsory health insur- 
ance, The last 40 or 50 pages sound as if Mrs. 
Hobart knocked them out hastily at a desk piled 
high with pamphlets, speeches, and news releases 
handed out by Federal Security Administrator Os- 
car Ewing and the Committee for the Nation’s 
Health. 

This uncraftsmanlike abuse of artistic license, 
added to some of the implications built up in earlier 
pages, creates the impression that the entire novel 
was designed as a subtle presentation of the case 
for socialized medicine, As a result, Mrs. Hobart 
undermines much of the validity that does exist in 
some of the earlier parts of this book about doctors, 
modern medicine, and a changing world, 

The central figures in the story are two brothers, 
Dr, Alan Towne and Dr, Sam Towne, grandsons of 
old Dr. Samuel Towne, who had achieved medical 
eminence only after many years of struggle and 
criticism because of his unorthodox ideas, Sam, the 
older of the two brothers, is portrayed as success- 
ful, wealthy, conservative. Alan is drawn as the 
idealistic, progressive pioneer, striking out in new 
and dangerous directions and carrying on in the 
tradition of his grandfather, 

The main action begins shortly after the end of 
World War II when Alan leaves a comfortable, as- 
sured partnership with Sam to start a group prac- 
tice. From then on the troubles and tragedies mount 
in rapid sequence and growing complexity, In the 
short space of three or four years Alan becomes an 
“Anthony Adverse” in modern American medicine. 
Complex problems and issues affecting the prac- 
tice of medicine are introduced in rapid-fire, hop- 
skip-and-jump fashion — over-simplified and over- 
dramatized, but mixed with just enough truth and 
half-truth to give credence to a distorted picture. 
The subtle implication—even in the earlier parts of 
the book—is that most doctors are primarily and 
selfishly interested in making money, bolstering 
their own reputations, and preserving the status 
quo in medicine. 

Mrs. Hobart also gives the impression that group 
practice, health insurance plans, preventive medi- 
cine and similar ideas are brand new developments 
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—practically untried and unheard of in a present 
day American city. Actually, most of the concepts 
and projects which occur to Alan Towne, in sudden 
flashes of inspiration, are part of the knowledge 
of any alert medical student. Before Mrs. Hobart 
writes another novel on this subject, someone should 
familiarize her with the major facts and realities 
in the field of modern medical economics. Someone 
also should inform her that the “National Medical 
Association,” a name which she uses as a pseudo- 
nym for the American Medical Association, is the 
actual and proper name of the national organiza- 
tion of Negro physicians. 

Mrs. Hobart, unmindful of such trivia as facts 
and accuracy, writes furiously on, and after only 
two or three years of struggle in group practice 
and as head of a group hospital, Dr. Alan Towne 
is an advocate of government health insurance. 
Apparently neither the author nor the good young 
doctor sees the glaring contradiction between gov- 
ernment medicine and Alan’s own philosophy of 
careful, personalized treatment of the whole pa- 
tient, in mind and spirit as well as in body, 

Everyone interested in American medicine, and 


in the effort to find intelligent solutions to our 
medical care problems, should read The Serpent- 
Wreathed Staff—if for no other reason than to help 
repair the damage which the book does. 


Living in Balance. By Frank S. Caprio, 
M.D. 246 pages, Price, $3.75. Washington: 
The Arundel Press, 1952. 

This book, as stated in the preface, is an ambi- 
tious attempt to teach neurotic patients enough 
about the working of their minds to enable them to 
become their own psychiatrists —‘‘to show «how 
nervous breakdowns can be prevented . .. to teach 
the reader how to achieve better living through 
better thinking.” 

The aim is certainly commendable, and the author 
gives an excellent discussion of how neuroses are 
produced, and suggestions as to how to avoid and 
to overcome them. The chief objection to such books 
as this is that the neurotic patient is apt to get 
from them the little learning that may be a danger- 
ous thing, Dr, Caprio’s book is well written and 
should be understood by an intelligent layman. It 
should also be helpful to the family doctor who has, 
perforce, to deal with neurotic patients. He can get 
many helpful hints as to how to talk to such pa- 
tients and how to explain to them the mechanism of 
the varied symptoms from which they suffer. Some 
chapters in it—especially “The Conquest of Fear” 
and “Unhappiness is Abnormal’—should par- 
ticularly helpful. 


The Fight Against Tuberculosis. An Auto- 
biography by Francis Marion Pottenger, 
M.D. 276 pages. Price, $4.00. New York: 
Henry Schuman Co., 1952. 

This is a very readable autobiography of a bril- 
liant, warm-hearted scientist, who became interested 
in tuberculosis when he found that his first wife 
had contracted the disease from her grandmother. 
In an effort to save her life he gave up a growing 
practice and a teaching position in Cincinnati and 
moved to California. During her illness, which ter- 
minated fatally three years later, Dr. Pottenger 
determined to learn all that he could about tuber- 
culosis. In October, 1901, he became the first man 
on the West Coast, and one of the first in the United 
States, to announce that he would limit his work to 
this one disease. He established one of the first 
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sanatoriums for its institutional treatment, and be- 
came recognized as one of the world’s authorities 
on the subject. 

Most of the first half of the book is devoted to 
the human side of the man, to his family, and his 
early struggles for a livelihood, Most of the latter 
half is a more or less scientific discussion of tuber- 
culosis, and the changing trends in its treatment. 
Perhaps the finest part of the book is the final 
chapter of a single page, written “from the vantage 
point of eighty years.” He says that he would not 
change those years for any like period in history. 
“To be sure, I would like to have again the keen- 
ness of youth. On the other hand, I would miss the 
mellowness of age, the store of experience which 
guides me in my every moment and act. 

“I have tried not to live too much in the past, but 
to be alert to the problems of the present and fu- 
ture. This ... does not prevent the years from 
rolling by . .. but it does prevent that fear of the 
future which otherwise might make one unhappy 
in the twilight of life.” 


Rx For Medical Writing: A Useful Guide 
to Principles and Practice of Effective Sci- 
entific Writing and Illustration. By Edwin 
P. Jordan, M.D., and Willard C. Shepard. 
112 pages. Price, $2.50. Philadelphia and 


London: B. Saunders Company, 1952. 
This little book is perhaps the best friend a bud- 


ding medical author could have, and should be al- 
most equally valuable to experienced writers in the 
scientific field, As the authors stated in the preface, 
its objective is to provide “practical help to medical 
writers in the preparation of their papers,” and it 
is in no sense a style book or textbook on composi- 
tion and grammar. Dr, Jordan begins at the very 
beginning, with the choice of a subject, and out- 
lines logically and concisely the steps to be followed 
from that point on: “Reading Up,” “Recording 
Notes and References,” “Planning the Study,” 
“Evaluating the Audience,” “Outlining,” “The First 
Draft,” the first, second and third revisions (a sepa- 
rate chapter is devoted to each), and “The Begin- 
ning and the End.” Then follow chapters on “Spe- 
cial Problems” (from the use of footnotes to deal- 
ing with cantankerous editors), “Making the Index” 
(for authors of books), “Illustrations” (written by 
Mr. Shepard), and statistics. The appendices list 
references to other publications which might be 
helpful, and give useful tables of abbreviations, 
proofreaders’ marks, atomic weights, equivalents, 
and statistical probability. 

It cannot be said that this book makes medical 
writing easy. On the contrary, it points out numer- 
ous difficulties and pitfalls of which many writers, 
even of considerable experience, are probably not 
aware. It should, however, help medical authors to 
produce manuscripts which are easy to read and 
acceptable to the most critical of editors. There is 
a great deal of truth in the couplet from Alexander 
Pope, quoted at the beginning of this manual: 

True ease in writing comes from art, 
not chance, 

As those move easiest who have learn’d 
to dance, 


Announcement 
Appointment of the J. B. Lippincott Company of 
Philadelphia as sole distributors of subscription ed- 
itions of University of Chicago Press medical publi- 
cations has been announced by the Press. The agree- 
ment became effective about January 1. 


CLASSIFIED ADVERTISEMENTS 


Classified Advertisements 


267 


THE MOUNT SINATI HOSPITAL 
of Greater Miami 


Announces its Second Annual Seminar on 


RECENT ADVANCES IN DIAGNOSIS 
AND TREATMENT 


May 22, 23, 24, 1952 


Lecturers and Subjects: 

Dr, D, M. Bergenstal, University of Chicago, 
Surgery of the Adrenal. 

Dr. Wm. Dameshek, Tufts Medical College, 
Advances in Hematology. 

Dr. D. C. Darrow, Yale University, 
Electrolyte Disturbances. 

Dr. R. Elman, Washington University, 
Recent Advances in Surgery. 

Dr. J. W. Hinton, New York University, 
Advances in Gastric Surgery. 

Dr. J. B. Kirsner, University of Chicago, 
Gastrointestinal Diseases. 

Dr. R. Levine, Michael Reese Hospital, 
Adreno-Cortical Steroids; also 
Recent Advances in Diabetes. 

Dr. J. H. Means, Harvard University, 
Advances in Thyroidology and 
Clinical Applications, 


Session to be held at the Delano Hotel, Miami 
Beach Florida, 
Panel Discussion will follow each Session. 
Registration Fee $20.00 (Cocktail Party, 
Banquet $7.50 optional.) 

Address: 

Chairman, Seminar Committee 

Mount Sinai Hospital of Greater Miami 

Miami Beach, Florida 

Registration Limited to 200 


Major new industry in rural area without 
adequate medical service seeking general 
practitioner to set up private practice in 
area, Will guarantee generous minimum in- 
come including attractive retainer for indus- 
trial work. Industrial practice will require 
only small portion of time. New and attrac- 
tive housing available in area with well 
equipped hospital within 25 miles. For addi- 
tional information, write Riegel Carolina 
Cerporation, attention Personnel Manager, 
Acme, North Carolina, 


WANTED 


Young physician to take over large general 
practice and small fully equipped clinic in 
desirable North Georgia resort community for 
two years while present physician is in the 
Armed Services. For more details contact 
R. A. Burns, M.D., Box 435, Blue Ridge, 


Georgia, 
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BRODIE C, NALLE, M.D.* 


With the death of Dr. Brodie C, Nalle, Charlotte 
medicine lost one of its most outstanding pioneers, 
and the Charlotte Memorial Hospital one of its best 
friends. At this moment, we, the members of the 
Memorial Hospital staff, are thinking back upon his 
life and his accomplishments, and paying tribute to 
the memory of this greatly loved man. In so doing, 
we honor ourselves —we who were privileged to 
know him as a colleague and as a friend. We can 
honestly say that Brodie, as all of us so affection- 
ately called him, was everybody’s friend, He loved 
mankind—and perhaps therein was the secret of 
the happy life. Yes, Brodie loved life—the full life! 
The zest of living was his fountain of youth! 

Genteel, mild mannered, kind, dignified—yet with 
a twinkle in his eyes, frequently a good story, and 
always a word of cheer—he was truly a noble man, 
as well as a true Virginian! 

He was the guiding spirit of St. Peter’s Hospital 
—an institution of much tradition and many, many 
years of service. This hospital submerged its own 
interests and actually gave up its identity in order 
that the Charlotte Memorial Hospital might become 
a reality — which showed rare unselfishness, Thus, 
the very existence of the Charlotte Memorial Hos- 
pital was in large measure due to Dr. Nalle’s sacri- 
fice, to his interest in the progress of medicine, and 
to his concern for the common good. Let us never 
forget this! 

The staff of the Charlotte Memorial Hospital 
appropriately chose him for its first chief of staff. 
The Department of Obstetrics and Gynecology chose 
him as chief of the department, It should be men- 
tioned that monthly meetings with honest appraisal 
of the professional work done were started while 
he was chief of the department. This was natural, 
for it was in keeping with the honesty of this man. 

Three years ago the Department of Obstetrics and 
Gynecology established the Brodie C. Nalle Award 
to student nurses. Dr. Nalle was always a favorite 
of the nurses, This award will serve to remind the 
nursing profession of his loyalty, and of his keen 
interest in their progress, and inspire them to the 
highest in standards, and the best in service. 

Conservative by nature, yet open-minded, Brodie 
loved fair play. As much a part of him as his very 
name, undoubtedly this spirit of fair play was early 
recognized on the athletic field where he was not 
only a most outstanding athlete at the University 
of Virginia, but also an exemplification of the finest 
in sportsmanship. 

He kept abreast of medical progress to an un- 
usual degree, and contributed much to his specialty. 
He gave of the wisdom of years, usually spoken, 
seldom written, His colleagues in the specialty had 
great ~— for his judgment, and often profited 
thereby. His code of ethics was the highest and 
served as a criterion for the rest of us. 

He showed broadness of vision in the establish- 
ment and operation of a highly successful clinic 
group where the patient benefited from the com- 
bined knowledge and efforts of physicians in all of 
the specialties, 

Not only was he an outstanding physician, but 
he was endowed with a wonderful personality, He 
was truly idolized by his patients. It is also fitting 
to say that many members of the colored race loved 
this man. 


Hospital, March 25, 1952. 
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As a physician and as a citizen, he was, indeed, 
the true physician. The memory of Brodie Nalle will 
always be with the medicai profession—and should 
inspire us to follow in his footsteps. 

And so, in this moment, keenly aware of the 
emptiness in our midst which will remain unfilled, 
we cannot be sad for sadness was not the spirit of 
Brodie Nalle. Yes, we will remember the joyousness 
and joviality so characteristic of him—and always 
be thankful that we had the opportunity of know- 
ing such a man. 

O. HUNTER JONES, M.D. 

(With grateful acknowledgment to 
Dr. T. Preston White and 

Dr. Hamilton W. McKay 

for their suggestions.) 
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Dr. Leonard A. Scheele was sworn in for his sec- 
ond term as Surgeon General of the Public Health 
Service on April 3. Confirmation of the reappoint- 
ment was made by the Senate on March 11. 

* * 

Overcrowding in many State mental hospitals is 
continuing in spite of new construction, according 
to the Public Health Service of the Federal Security 
Agency. 

A report, based on a survey by the National Insti- 
tute of Mental Health, shows that nearly 700,000 
persons—a figure equal to the population of the 
State of Utah—were patients in State mental hos- 
pitals during 1949. 

Copies of the report may be obtained without 
charge from the National Institute of Mental 
Health, Public Health Service, Bethesda 14, Mary- 
land. It is entitled Patients in State Mental Hos- 
pitals: 1949, Mental Health Statistics Current Re- 
port IMH-B52, No. 1. 


* * 


Seventy-one fellowships to speed medical research 
careers and to help offset critical shortages in the 
nation’s medical science manpower pool have been 
awarded to outstanding students, it was announced 
recently by the Public Health Service, Federal Se- 
curity Agency, 

Awarded by the National Institutes of Health of 
the Public Health Service, with the approval of the 
Surgeon General, the fellowships will enable stu- 
dents with marked abilities in the scientific disci- 
plines to bolster their developing research interests, 

Awards were granted to the following Duke Uni- 
versity students: Arthur F. Dratz, Oak Hill, New 
York; Glen Roy Gale, Mount Croghan, South Caro- 
lina; Irving Green, Burlington, North Carolina. 

* 

By 1992, most of the usual contagious diseases of 
childhood should be a thing of the past, Dr. Martha 
M. Eliot, Chief of the Children’s Bureau, stated 
recently. 

Dr. Eliot said that some childhood diseases have 
become “out of date” within the past 40 years. 
These include whooping cough, scarlet fever, simall- 
pox, and typhoid fever, During the next 40 years, 
she said, such diseases as tuberculosis, pneumonia. 
poliomyelitis, and rheumatic fever should be a thing 
of the past. 


The sun is the greatest of remedies.—Pliny, Nat- 


| ural History, A.D. 77, British J. of Tuberculosis and 


Diseases of the Chest, July, 1951. 
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SEARLE 


Also of value as: 


parenteral 
rectal dosage forms 


Indicated in: 

Dyspnea of Congestive Heart Failure 
Bronchial Asthma 

Status Asthmaticus 


Pulmonary Edema 
Control of Cheyne-Stokes Respiration 
Peripheral Vasodilator? 


1. Kissin, M.; Stein, J. J., and Adel R. J: Angiology 2:217 (June) 1951. 
2. Rickles, J. A. J. Florida M.A. 38:263 

(Oct.) 1951. 
*Contains at least 80% of anhydrous theophylline. 


RESEARCH IN THE SERVICE OF MEDICINE 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 


and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


Refresh...add zest 
to the hour 


DRINK - 


REG US PAT OFF 
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8 to 24 hours 
of Allergy Relief 


from a single dose of 


DI-PARALENE Hydrochloride 


(Chiorcyclizine Hydrochloride, Abbott) 


Ausrcy patients like the convenience, effectiveness and economy 
of this longer-lasting antihistaminic. Published reports show that 
Di-ParaLene Hydrochloride—with a piperazine side chain rather 
than one of the conventional type—in many cases provides 24 hours 
of relief with a single dose. 

Initially, Di-PARALENE should be administered in 50-mg. doses 
three times a day for the average adult, but in the majority of cases 
this can later be reduced to one or two doses a day. Side-effects are 
comparatively few and mild. 

This season try longer-acting D1-PARALENE—available 
in 50-mg. and 25-mg. tablets, bottles of 100, 500 and 1000. 


REFERENCES: 


Spielman, A. D. (1950}, N.Y. St. J. Med., 50:2297, Oct. 1. 
Brown, E. A., et al. (1950), Ann. Allergy, 8:32, Jan.-Feb. 
Jenkins, C. M. (1950), J. Nat. Med. Assn., 42:293, Sept. 
Cullick, L. and Ogden, H. (1950), South Med. J., 43:632, July. 
Ehrlich, N. J., and Kaplan, M. A. (1950) 

Ann. Allergy, 8:682, Sept.-Oct. 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Eighteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


incontestable after one year, as to — of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $400.00 per month 
for Toto! Disability due to ACCIDENT LIFE 


Loss of Time: Pays $400.00 per month 
for Total Disability due to SICKNESS up to $9600.00 


Hospital or Graduate Nurse at home, 
$200.00 per month, additionally, up to 400.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 100 00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
WRITE 


RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 


APPALACHIAN HALL Asheville, North Carolina 


an snettiatinn Os for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug ati 


Appalachian Hall is located in Asheville, North Carolina. nae justl ae 4 claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, as een occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 

For rates and further information write 


APPALACHIAN WALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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Highly effective * Welltolerated 


~ 


Thousands of 
prefer “premarin” for the 


treatment of the menopause. 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 


1 
| imparts a feeling of well-being 
| 
> 
) 
Estrogenic Substances (water-soluble) 
i : 
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McKesson 
Waterless Metabolor 


Designed for the Utmost in Efficiency 
and Economy 


The technique of operation is simple with all 
factors that influence accuracy taken into con- 
sideration. 


The entire unit is extremely sturdy in con- 
struction and built to give years of trouble-free 
operation. 


Powers & Anderson 


Winston-Salem, N. C. 
Norfolk, Va. 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


Sanatériun 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 


A home for permanent care of selected cases of chronic nervou i 
Equipped for treatment by approved methods. Billiards, tennis and Png feu oe 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and d 
to the care and service of the patients. oe on ee 
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~ from the leaf, — 


Always 
WAS, IS and 
WILL BE 


Dependable 


in digitalization J Digitalis 
3 Davies, Rose) 


Pil. Digitalis (Davies, Rose) 


Comprise the entire properties of the 
leaf of Digitalis 


Physiologically Standardized 
Each Pill is equivalent to one U. S. P. 


Digitalis Unit 


Clinical samples and literature sent to physicians.on request 


Davies, Rose & Company, Liraited Boston 18, Mass. 
PHARMACEUTICAL MANUFACTURERS D23 
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BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 


Dept. for Men 


JAS, N. BRAWNER, JR., M.D. 
Dept. for Women 


Migraine In Children 


“Migraine may a during the first years of life. 
The — of Gaietine signs, such as headache 
and flimmer scotoma, is often difficult to determine 
in young children. The true nature of the symp- 
toms frequently remains obscure for years.” 


Vahlquist, B. and Hackzell, G.; Acta 
Paediatrica 38: 622 (1949). 


3 Ws. 2% brs. 
(mean) 


31 out 6 out out 
of 31 of 31 31 


SERVICE 


WwW 


CAROLINA SURGICAL 


SUPPLY COMPANY 
RALEIGH DURHAM 


’ (reference given above) 

In a study of 400 adult migraine patients, it was 
revealed that 34% had suffered attacks before the 
age of 15.* These investigators concluded that 
childhood migraine was a much greater clinical 
problem than was previously believed and that 
psychodynamic mechanisms played an important 
part in the disease. 


These criteria are useful in diagnosis: 
Headache attacks with symptom-free intervals 
plus (at least two of the following) nausea, 
scintillating scotoma, hemicrania, and heredi- 
tary predisposition. 
For symptomatic relief in these cases, Cafer- 
got®, N.N.R. (ergotamine with caffeine) 
may be administered orally. For best results, 
give adequate dosage promptly. 
For children within the age range 7 to 12 years— 
Cafergot® is administered, one tablet when the at- 
tack appears imminent followed by one additional 
tablet within 30 minutes. Not more than two 
Cafergot tablets should be administered to children 
within this age range. 


In the adolescent age group, 12 to 18 years of age, 


the dosage may gradually be increased as necessary 
up to the usual adult dose, i.e., two tablets when 
the attack appears imminent followed by one tab- 
let doses at half hour intervals until the attack is 
aborted. (Total maximum dose for adults: six tab- 
lets for each attack.) 


*Katz, J., Friedman, A.P., and Gisolfi, A.: New York 
State! J. Med. 50: 2269 (Oct.) 1950. 


Sandoz Pharmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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New Nutritional and Therapeutic 
Measures Shorten Period of 
Treatment for Alcoholism 


During the past year control tests have been conducted by the parent 
Keeley Institute using the latest findings in treatment for alcoholism. For- 
merly best results were obtained with a four weeks course of treatment. 
Now, with the use of new nutritional and therapeutic measures the length 
of time required for treatment may be shortened to two weeks in most cases. 
Time required on each case depends on the progress and condition of the 
individual patient. 


Basically the Keeley treatment for alcoholism remains the same. Anta- 
buse and conditioned reflex are not employed, nor is the patient subjected 
to unnecessary restraints. 


The shorter treatment period saves the patient valuable time and re- 
sults in a worthwhile saving in incidental expenses, nursing and other serv- 


ices. 


It is the practice of the Keeley Institute to be guided by the instruc- 
tions of referring physician. He is also kept informed of the patient’s pro- 
gress. 


Professional inspection is invited at all times. Advance reservations are 
advisable, especially for lady patients. 


K celey 


Telephone 2-4413 Greensboro, North Carolina P. O. Box 29 


A. F. Fortune, M.D., Medical Director Ben F. Fortune, M.D., Associate Medical Director 
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COUNCIL ACCEPTED 


A DEPENDABLE, QUICK-ACTING 
CEREBRAL AND MEDULLARY 
STIMULANT 


Metrazol is indicated for narcotic depression, 

for instance, in poisoning with barbiturates 

or opiates, in acute alcoholism and during the 

operation and postoperatively when respiration 

becomes inadequate because of medullary de- 
Metrazol, pentamethylentetrazol pression due to the anesthetic. 


Ampules, | cc. and 3 ce. 
Sterile Solution, 30 cc. vials Inject 3 cc. Metrazol intravenously, repeat if 


Tehishe and Ponder necessary, and continue with | or 2 cc. intra- 
muscularly as required. 


GREENSBORO. 
North 


Carolina 


W.C. ASHWORTH, 
M.D. 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WORTH WILLIAMS, Business Manager R. M. BuiE, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


H 

| 
| 

..Bilhuber-Knoll Corp. Orange, N. J. 

GLENWOOD PARK SANITARIUM 
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Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 


MRS. BEE DEVONDE, Divisional Distributor 
1231 Armory Drive 
Charlotte, N. C. 


Distributors 


MRS. gry MRS. BROOKSHIRE 
1716 N. Lee S Route No. 

Salisbury, N. a Lenoir, N. 

Phone No. 896-R Phone No. 796-R 


MRS. ANNIE LIPE MRS. CLYDE MORRIS 


MRS. LILA CULBRETH 
Box 595 


Forest City. N. C. 
Phone No, 6721 


MKS. THELMA HAIR 


Drawer 537 Westwood Homes 155 E. Poplar » nee 
Rutherford College, N. C. Hickorv. N. C. Mt. Airv, N. C 
Phone No. 4013-J Phone No, 2-4497 Phone No. 1825-J 


DOOLEY AND DOOLEY, Divisional Distributors 


P. O. Box No, 1744 
Phone No. 4-0706 Charlotte, N. C. 


Distributors 
MRS. EDNA P. McPHERSON wae. LILLIAN PEARSON MRS. P. 0. SKIDMORE 
1005 Waters Street 702 Poston Circle 129 Montgomery Ave. 
Lumberton, N. Gaston a, 

Phone No. 445 

MRS. MYRTLE COHOON MISS MAXIE JONES 
408 Gold St igi 308 Frederick Apt. 
Shelby, N. C Charlotte, N. C. 
Phone No, 46141 


MRS. DORIS CATON 
188 North Spring Street 
Albemarle, N. C. Concord, 


Phone No. ors 


MRS. BURNS 
Pinebluff, N. C. 


Phone No. 218 
MRS. FLORENCE COOK 
1815 Thomas Ave. 

Charlotte, N. C. 
Phone No. 82509 


FIELDS AND FIELDS, Divisional Distributors 


Box 9561 
Phone No. 3-3938 Raleigh, N. C. 
Distributors 
PEARL MAY GLADYS MILLER MRS. SALLY ADAMS ae L AND POWELL 
1112 Oval Drive 41 Carolina Apt. 13 Bagwell Ave. Box 
urham, N C. Wilmington, Raleigh, N. C. 
Phone 8-4356 Phone 2-6981 Phone No. 2-1105 Phone No. 1749 W 


MRS. MAMIE RHEA 
Box No. 15 


Windsor, N. C. 
Phone No. 204-6 
MARGARET MUTERS 


SADIE B. LUPTON 
Vandemere, N. C. 


LORRAINE WALLACE 
511 Glenville Ave. 


Fayetteville, N. C 


Phone No, 4375 


COLLINS 
Whiteville, N Row 
Phone No. 
Phone No. 8987 


KENNEDY AND KENNEDY, Divisional Distributors 


2603 High Point Road 
Greensboro, N. C. 


Distributors 
MRS. es bl ETTA ROUTH MRS. FRANCES MORRIS 
B N 3019 Greenway Avenue 
Winston-Salem, N, C. 


MRS, WILHELMINA HAIR MRS. ESSIE O'NEAL 
Route No, 2 C-30 Kivett Drive ox No. 
Clemmons, N. C. High Point, N. C. 


MRS. ALYCE H. LORTZ, Divisional Distributor 


P. O. Box C-1 
Phone No. 38-2830 Greensboro, N. C. 


Distributors 


MRS. MABEL KEESEE 
Box 1166, Greensboro, N. C 
Phone No. 8-3030 
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TUCKER HOSPITAL, INc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


ACCIDENT - HEALTH - SICKNESS 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY Thompson CHILDREN 


Homestead Year round private 


home and school for 


60 TO 


COME FROM 


Cost has never exceeded amounts shown 


ALSO HOSPITAL POLICIES FOR MEMBERS' WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ benefits 
,000.00 $18,300,000.00 


$4,000 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
50 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA 2, NEB. 


School 


infants, children and 
adults on pleasant 


$5,000.00 accidental death $8.00 250 acre farm near Charlottesville. 
$25.00 weekly indemnity, Quarterly ; 
accident and sickness Write for booklet. 
death MRs. J. BASCOM THOMPSON, Principal 
accident and sic 5 
$15,000.00 accidental death $24.00 FREE UNION VIRGINIA 
$75.00 weekly indemnity, Quarterly 
accident and sickness 
100.00 e 
accident and sickness me! Edgewood Sanitarium Foundation 


Orangeburg, South Carolina 


A non-profit institution for the study, care 
and treatment of emotional, mental, 
personality and habit disorders 


Licensed by S. C. State Board of Health 

Member of the S. C. Hospital Association 
Approved by American Medical Association 
Member of American Hospital Association 


All recognized psychiatric therapies 
are used as indicated 


For detailed information, write or call 


ORIN R. YOST, M.D., Director 
100 Beds Phone 1620 
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Doctor, 


© be your own 


judge... 
try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


| 2 Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


ms Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 


Director 
James K. Morrow, M.D. Daniel D. Chiles, M.D. 


Thomas E. Painter, M.D. Wendell T. Wingett, M.D. 
James L. Chitwood, M.D. 
Medical Consultant 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. A. Stephens Graham, M.D. 
Manfred Call, III, M.D. Charles R. Robins, Jr., M.D 
M. Morris Pinckney, M.D. Carrington Williams, M.D. 
Alexander G. Brown, III, M.D. Richard A. Michaux, M.D. 


John D. Call, M.D. Carrington Williams, Jr., M.D. 


Obstetrics and Gynecology: Urological Surgery: 
Wm. Durwood Suggs, M.D. Frank Pole, M.D. 
Spotswood Robins, M.D. 


Oral Surgery: 
Orthopedics: Guy R. Harrison, D.D.S. 


Beverly B. Clary, M.D. Roentgenology and Radiology: 


Fred M. Hodges, M.D. 


Pediatrics: 
L. O. Snead, M.D 
Charles P. Mangum, M.D. 
. ’ Hunter B. Frischkorn, Jr., M.D. 
Algie 8. Hurt, M.D. William C. Barr, M.D. 
Ophthalmology, Otolaryngology: Physi 
ysiotherapy: 
W. L. Mason, M.D. Irma Livesay 
Pathology: Bacteriology: 
Regena Beck, M.D. Forrest Spindle 
Director: 


Charles C. Hough 
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ANTIBIOTIC DIVISION 


OPHTHALMIC 


Indicated in a wide range of external ocular 
infections involving diverse structures 

and tissues of the eye, Terramycin Ophthalmic 
preparations are eflective and valuable 

either as the sole medication or as 

an adjunct to oral Terramycin therapy. 

It is only in the rare case that the use of 
Terramycin Ophthalmic Ointment or Solution 
is attended by sensitizi::g reactions. 


Supplied: CrysTaLLinE TERRAMYCIN HyDROCHLORIDE 
OpyTHALMic OINTMENT, 5 mg. per Gm. ointment; 
tubes of % oz. 


CrystaLLinE TERRAMYCIN HYDROCHLORIDE 
OpuTHALMIC SOLUTION, 5 cc. vials containing 

+25 mg. for preparation of topical solutions 

isotonic with lacrimal fluid and buffered to pH 8.2. 


Terramycin is also available as Capsules, 
Elixir, Oral Drops, and Intravenous, 


CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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DID YOU KNOW? 


THAT—the nutritional value of a hu- (Compliments of 
man food depends upon its nu- 


tritient content; its digestibility; 
and the extent to which its nu- 


body are utilized within the Wachtel’s, Inc. 


THAT—one-sixth quart of an average 


commercial vanilla ice cream 

can supply an individual with SURGICAL 

significant amounts of his daily 

need for riboflavin, vitamin A, S U P P ® I E S 

fat, calcium, phosphorus, and 

important amounts of energy, 

protein and thiamine? 
THAT—ice cream is highly digestible, 

which makes the nutrients it 

contains readily available to the 

body? 

The Dairy Council 


WINSTON-SALEM & LEXINGTON 
N. 
inston-Salem, N. C. 

310 Health Center g. 

Durham, N. C. ASHEVILLE, North Carolina 

HIGH POINT & GREENSBORO 

105 Piedmont Bldg. P O. Box 1716 Telephones: 1004-1005 
Greensboro, N. C. | 


Grom Our 


WESTBROOK 
PORTFOLIO 


A private psychiatric sanatorium 
: employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 
pational and recreational therapy— 
for nervous and mental disorders 
and problems of addiction. 


This view of the Administration Building is typical of the 
restful beauty of the Westbrook 125-acre estate. 


WESTBROOK SANATORIUM 


WESTBROOK 
PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 


SAN ATOR 1UM Staf: President Associate 
~~ EST.ION i REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
: Medical Director Associate 


P. O. Box 1514. RICHMOND, VIRGINIA Phone 5-3245 
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To Members of the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 
SPECIAL ADVANTAGES 


Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market 


Covers all types of Jisability. 


or kind of disease. 


2. Company cannot cancel or restrict your benefits, regardless of number of claims, 
3. No house confinement required to draw FULL benefits. 

4. Cost at least a third less, due to your Society’s special group rates. 

MORE THAN $375,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA 
MEDICAL SOCIETY MEMBERS INSURED UNDER THIS PLAN 


PLANS AVAILABLE 


Accidental Death and Accident and Annual 
Dismemberment Coverage Sickness Benefits Premium 
$2,500 Principal Sum $25.00 Weekly $ 40.00 
5,000 Principal Sum 50.00 Weekly 80.00 
5,000 Principal Sum 75.00 Weekly 116.00 


($325.00 Per Month) 
Those under age 60 may apply for either of above plans. 


J. L. CRUMPTON, State Mer. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 


NEWARK, NEW JERSEY 


This broad coverage is made possible thru the purchasing power of your State Society. Please 
submit your application promptly for proper attention, or for further information communicate with 


COMMERCIAL CASUALTY INSURANCE COMPANY 


Abbott Laboratories 
American Meat Institute 
Ames Company 
Appalachian Hall 
Ayerst, McKenna & Harrison 


Coca Cola Company ........... 
J. L, Crumpton 


Davies, Rose & Company .. 
Florida Citrus Commission 


Highland Hospital 
Hospital Savings Assn. of N. C, ............. 
Inter-Ocean Casualty Company ................ 
Keeley Institute 
Lederle Laboratories 

Eli Lilly and Company.. 


Borden Company ...................... 
Brawner’s Sanitarium _...... 
Broadoaks Sanatorium 


INDEX TO ADVERTISERS 


XIV. Parke, Davis & Company.........XXXVI & 3rd Cover 
VI Chas. Pfizer & Company...................IV, V & XXXIII 
XXIII Physicians Casualty Association 

XXVI Powers and Anderson 
XXIV RJ, Reynolds Tobacco Company... 
Carolina Surgical Supply Company Albans Sanatorium XXXII 
Glenwood Park Sanitarium XXVIII Pucker xxx 
XXII Westbrook Sanatorium XXXIV 

.. 2nd Cover Winchester Surgical Supply ‘Company 
'nsert-Front Cover Winchester-Ritch Surgical Company pee) 
Mead Johnson & Company 4th Cover Wyeth, Ine. ......... 
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in seconds 


A solution containing 1,000 units of THROMBIN 
TOPICAL per cc. will clot an equal volume of 
human blood in less than one second, or 

ten times this volume in three seconds. 


Local application of THROMBIN TOPICAL produces 
hemostasis almost instantaneously, for this highly 
purified blood derivative acts directly on the 
fibrinogen to form a firm, adherent, natural clot. 
Whether you spray, flood or dust it onto 

affected surfaces, THROMBIN TOPICAL will help 
you to control capillary bleeding wherever found. 


THROMBIN TOPICAL (bovine origin) is supplied 
in vials containing 5,000 N.I.H. units each, 

with a 5-ce. vial of sterile isotonic saline diluent. 
Also available in a package containing three vials of 
THROMBIN TOPICAL (1,000 N.I.H. units each) 
and one 6-cc. vial of diluent. Solutions of the 
product should never be injected. 
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REQUENT mention in authoritative pedi- 

atric literature supports the classic caloric 
distribution of 15% protein, 35% tat and 50% 
carbohydrate for infant formulas. 

This assures ample protein for development 
of sound tissue structure. And it supplies ade- 
quate carbohydrate to spare protein for its essen- 
tial functions, meet energy needs, promote good 
fat metabolism and maintain water balance. 

This classic caloric distribution is conven- 
iently represented by 1 part evaporated milk 
and 2 parts water with 5 per cent added carbo- 
hydrate—roughly 1 tablespoon of Dextri- 
Maltose to each 5 ounces of formula. 

For over 40 years, milk and Dextri-Maltose 
formulas with these approximate proportions 
have enjoyed consistent clinical success. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND.,U.S.A. 
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